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ABSTRACT
This study aims to examine the relationship of medical school students who select
primary care as their career specialty. Based on extensive literature review, we focused
on the three main factors that influence students to consider career specialty: lifestyle,
income, and medical school culture. With a paper questionnaire of a cross-sectional study
survey at ten medical schools, we were able to collect 1,006 participants from fourth and
fifth year students. The clear majority of students considered lifestyle characteristics to be
a significant influence in their career decision (P<.05). Also, we found there was a
significant relationship between students’ specialty choices and income variables. The
result showed us that medical school culture played a notable role in terms of forming the
students’ decisions in different ways. First, specialty characteristics were strongly
correlated with career consideration. Second, having advising and mentoring within the
medical school enhanced the probability of choosing primary care specialty. Finally, the
effect of the primary care course was significant and closely related to the choice of the
primary care specialty. In conclusion, the study demonstrated the impact of lifestyle,
income, and medical school culture on student career selection. These results are in
parallel with previous studies conducted in many countries around the world.
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CHAPTER 1
INTRODUCTION
1.1 BACKGROUND TO THE STUDY
In both Saudi Arabia and the US, Primary Care Physicians (PCP) provide
approximately 55% of health care services (Rui & Okeyode, 2015) (MOH,2016). PCPs
provide critical skills by which to treat common diseases affecting individuals.
Accelerated demand for PCP’s, which was driven by 27% population growth in the US
between 1980 and 2011, and 200% growth in Saudi Arabia, is faced by a modest number
of primary care physicians (the US 27%, Saudi Arabia 24%) from the total workforce in
the health care sector (Rui, Kang & Ashman, 2016). Moreover, what may further
complicate the situation is a marked decline in enrollment into a primary care specialty
among medical students. Despite the increase in the number of both medical school
admissions (13% increase in the US, and 290% in Saudi Arabia) and new medical
schools (8% in the US, 300% in Saudi Arabia) over the last decade, the same time period
has seen a decline in the number of medical students entering primary care (MOE, 2018)
(AAMC, 2018).
The relationship and contextual factors that influence career choice for primary
care among Saudi medical students, with a particular emphasis on social (lifestyle and
medical school culture) and economic (income disparity) factors, are not well understood.
While, these factors have been widely addressed in the United States, that experience
1

may not provide guidance by which to explore the situation in Saudi Arabia. The factors
that influence Saudi Arabian medical students’ declining interest in primary care cannot
be confidently identified through review of the available literature because previous
studies lacked theoretical background that explained this pattern of behavior in the career
choice and, hence, have largely ignored the root of it.
To solve this problem, a theory-driven research questionnaire explored and
provide foundational information regarding the relationship between the social and
economic factors among Saudi Arabia's medical students and choice of specialty. We
will be using the Social Cognitive Theory that states that people are driven by inner
forces or external stimuli (Bandura, 1986), showing an impact in the individual
conception shift or the actual response factors, and the Elaboration Likelihood Model that
“posits that attitude change may occur through one of two different processing routes:
center route or peripheral route” (Bhattacherjee & Sanford, 2006). The center route of
persuasion is likely to occur as a result of a person's In-depth consideration of the
accurate information presented in support of an advocacy. The peripheral route of
persuasion is more likely to occur as a result of some simple thought without
necessitating critical thinking, such as admiring labels or minor features which ignores
the nature of the thing (Petty & Cacioppo, 2012).
These two theories will provide the theoretical basis for interpretation of behavior.
These two theories were chosen based on the theories used in an in-depth literature
review by researchers in the United States and contributed to the generation of reasonable
solutions to the challenge of increasing the number of medical students selecting primary
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care specialties. Hence, both these theories will be covered extensively under the
theoretical framework section.
In this study, I hypothesize that two factors influence medical students’ decisions
for selecting PCP vs. Specialty career paths. First, lifestyle and medical school culture
will be explored among medical school students in both Saudi Arabia and the US.
Second, economic factors such as income disparity will be explored among both Saudi
Arabia and US medical students. The study is expected to identify the reasons behind
students’ selection of a medical specialty that will help both the main provider of
healthcare in Saudi Arabia, the Ministry of Health, and medical schools’ administration
to devise interventions to overcome the obstacles to selection of primary care as a
specialty. In addition, the study is expected to improve access to care with affordable
costs if the proposed solutions are implemented.
1.2 POPULATION OF SAUDI ARABIA
The kingdom of Saudi Arabia (Saudi Arabia) is the largest Middle East country,
being about one-fifth of the size of the United States. Saudi Arabia is a member of the
Group of Twenty (G 20) and according to World Bank data, the Saudi Arabian economy
ranked 17th in the world (683.8 billion dollars 2017) (World Bank, 2019). It is an Islamic
country and the official language of the country is Arabic. The literacy rate in the country
is increasing and is quite reasonable at present; in the age group 24-15 years, the literacy
rate is 99.5%. (The General Authority for Statistics, 2017). The governing body for all
healthcare issues in Saudi Arabia is the Ministry of Health (MOH). The Saudi Arabian
government is the main provider using line-item budgets as the payment method. The
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budget appropriations for the MOH in relation to the government budget was 7.61% in
2017 (MOH, 2017).
Vital indicators according to the General Authority for Statistics, the total
population in Saudi Arabia is 33.4 million, and is comprised of 57% males and 43%
females. The Saudi citizen population is 20 million people, or 63.2% of the total
population of the Kingdom. The proportion of people under the age of 15 years of the
total population reached 24.8%, and the proportion of the population in the age group of
working age 15-64 years is 72%. Elderly people aged 65 years and over is 3.2%. The
birth rate per 1,000 inhabitants was 17.23 in 2016. The mortality rate for every 1000
population in 2017 is 2.9, while the infant mortality rate per 1,000 live births is 4.8 (The
General Authority for Statistics, 2019).
1.3 SAUDI ARABIA HEALTH SYSTEM
Saudi Arabia provides universal healthcare coverage and the MOH is responsible
for the supervision of healthcare and hospitals in both the public and private sectors. The
healthcare system provides preventive, curative, and rehabilitative healthcare. Health care
centers run by the government are the basis of primary health care. The ministry also
regulates the funding, planning, regulation, and management of health care in the
country, both private and governmental. In addition, there are other bodies that govern
the healthcare system but not for civilians. These are Ministry of Defense and Aviation,
Ministry of Interior and Ministry of Education. The latter provides health care to students
and the former relieves the health care needs of armed personnel.
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The Kingdom of Saudi Arabia also has specialized centers and generally the
services are utilized for referral purposes, like complicated cases, or those in need of
highly sophisticated systems, etc. According to a recent report, there are more than 70
thousand beds among 487 hospitals across Saudi Arabia, and one third are run by the
private sector. Moreover, there are 2,361 primary care centers belonging to MOH, while
the primary care physician ratio is 3.2 to every 10000 people in the population. In 2018,
there were more than 5.2 million visits to primary health care centers (MOH, 2018). In
terms of physician numbers, there are approximately 52,619 physicians (11,931 Saudis
and 40,688 non-Saudis). The total number of primary care physicians with a bachelor's
degree in all specialties (family, internal medicine, pediatrics) is 3,958, of whom only
216 are Saudi doctors (SCFHS, 2017).
Few articles have addressed the quality of primary health care in Saudi Arabia.
Al-Ahmadi and Roland wrote a comprehensive review about the quality of primary care
in Saudi Arabia. They concluded there are six factors: management factors,
organizational factors, implementation of evidence-based medicine (EBM), professional
development, problems at the interface with secondary care, and organizational culture,
which influences the quality of primary care in Saudi Arabia (Al-Ahmadi & Roland,
2005). In their review, they focus on organizational and administrative aspects of primary
care, but these are not the only hurdles faced by primary health care in Saudi Arabia. AlKhaldi and his colleagues stated that there was a shortage of qualified family physicians
working in primary health care centers. Moreover, they pointed out 40% of primary care
centers have no laboratories and 65% of them didn't have X- ray services (Al-Khaldi et
al., 2017). This low level of both quality services and equipment prompted the Ministry
5

of Health to adopt a strategy to reform and restructure primary health care. The ministry
aims to develop primary care by focusing on large centers that can offer a wide range of
services within the scope of integrated primary care that cover a large proportion of the
population. Additionally, the accreditation of primary health care centers through the
Saudi Central Board for Accreditation of Healthcare Institutions (CBAHI), which is the
official agency authorized to grant accreditation certificates to all governmental and
private healthcare facilities operating in Saudi Arabia, would increase quality of primary
care. By 2018, there were 13 centers approved by CBAHI in different regions and 20
more centers have been nominated to prepare for accreditation (MOH, 2018).
1.4 SAUDI ARABIA HEALTHCARE REFORM
Saudi Arabia is undergoing a period of comprehensive reform under the umbrella
of Vision 2030, which began in the second quarter of 2016. The ultimate aim of the
government is to increase life expectancy from 74 years to 80 years (National
Transformation Program 2020, 2016). To achieve this goal, the Ministry of Health
adopted a series of initiatives, totaling more than 40, some of which were launched, and
some of which will be launched within the National Transformation Program 2020 and
the vision 2030. This move responds to the need to develop a health system that meets
current and future health needs in the way it is funded, managed, evaluated, and operated.
Also, the Ministry of Health seeks to make primary care more effective within the health
system and to promote the concept that primary care is the entry level of health services
or the gatekeeper instead of the current situation that leaves room for the patient to
choose whom to see when needing care.
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In Vision 2030, there are four strategic objectives of the health sector in the
transformation program: facilitating access to health services, promoting prevention of
health risks, improving the quality and efficiency of health services, and enhancing road
safety. To achieve that, the MOH seeks to optimize the use of hospitals and pharmacists
in improving the quality of both preventive and therapeutic health services. In addition,
the public sector will focus on providing preventive medicine to citizens, encourage them
to utilize primary health care as a first step in their treatment plan, and will contribute to
the fight against infectious diseases. Enhancing coordination between health care and
social welfare services to achieve integration in meeting the needs and needs of
beneficiaries will give MOH a space to focus on its role as a planner, regulator and
observer of the health system (MOH, 2019).
On the practical side, the Ministry of Health will gradually shift the task of
providing health services to a network of government companies to increase the level of
competitiveness in providing the required health services as best as possible, thereby
enhancing the satisfaction of the beneficiaries of the health insurance system. It will also
contribute to reducing waiting times for patients to be seen by specialists and consultants,
and train physicians to increase their ability to cope with and treat chronic diseases,
which pose a challenge and a threat to the health of citizens, such as heart disease,
diabetes and cancer. All of these changes require improving integration and continuity of
care provided by primary care centers. As result of that, an additional investment in both
human and capital resources is to attract students and train them to respond to a rising
demand for primary care (Khalil, et al., 2018).
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1.5 STATEMENT OF THE PROBLEM
In an era of rising healthcare costs, there is pressing need to find more efficient
means by which to make a primary care profession more attractive to students. Moreover,
under the ongoing healthcare reform in Saudi Arabia, there are intentions to make
primary care a mandatory point of access to care (gatekeeper) which could result in
“rationing” by time, that is, longer waiting time for appointments and longer waiting time
within the clinic to see a provider. Changing the role of social and economic factors in
choice of specialty may be able to increase enrollment in primary care specialties among
medical students. This study will also contribute to re-formulate future research in this
field in terms of reliance on scientific theories that explain the connection between the
existing problems and the most influential factors. As literature reviews have shown,
studies on the choice of primary care are descriptive of the status quo without addressing
the root causes of students' reluctance. On the other hand, the economic and social factors
lack extensive study and their role is unknown in specialty choice among Saudi's medical
students. Thus, this project will provide evidence on those factors with the many benefits
of an alternative to the current paradigm that generated the trending decline in primary
care career choice. Finally, this project will advance our understanding of the potential of
social and economic factors to enhance the infrastructure for the delivery of primary care.
1.6 SIGNIFICANCE OF THE PROBLEM
Examining the relationship between social factors and the choice of primary care
specialty among medical students is a promising tool for removing obstacles or
misrepresentation. For example, in the United States studies have shown that it has
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become customary among medical school students to rank specialties on the basis of
lifestyle and income. Also, medical students classified primary care between intermediate
to unfriendly in terms of lifestyle, compared with other specialties (Newton, Grayson, &
Thompson, 2005), with 55% of students’ specialty preference being based on the ability
to have control of their lifestyle (Dorsey, Jajoura, & Rutecki, 2003). These studies and
others have shown evidence of the importance of conducting similar studies in Saudi
Arabia to discover the social challenges and then address them as a means of increasing
enrollment of students in a primary care career.
Recognizing the relevance of economic factors and primary care career choice
among medical students is important to neutralizing their influence on student decisionmaking. For instance, according to the most recent studies, primary care specialties in the
US (family medicine and internal medicine) are at the bottom of the list of average
physician incomes: The average income for primary care physicians in 2015 was
$228,684 compared to $413,915 for other specialties (Faber, David, Shivam, &
Mark,2016). This income gap exists although primary care physicians account for more
than half of the total patient visits and spend more time in the work place than their
counterparts in other areas. The Affordable Care Act tries to address this disparity
through increased Medicaid payments for primary care physicians using the same rate as
for Medicare payments (KFF, 2013). However, because of the lack of studies that
examine the impact of economic factors on primary care career choice among medical
students in Saudi Arabia, decision makers in Saudi Arabia do not have the information to
address the situation. Accordingly, this study aims to provide scientific evaluation of the
relationship between the primary care choice and economic factors.
9

The innovation in this study can be summarized along two dimensions. The first
is to address the social factors within (medical schools’ culture) and outside (lifestyle) the
academic environment that may affect the decision to choose a primary care career
specialty. These factors have not been addressed previously in Saudi Arabia, especially
the culture of medical schools, which will distinguish this study from others. The second
dimension is the economic factor (income disparity), which also has not been addressed
before in Saudi Arabia. This gives us the opportunity to present a unique study for the
Saudi Arabian decision-maker and observer on the status of the current situation.
1.7 PURPOSE OF THE STUDY
Our proposed evaluation of primary care choice will target the near-term impacts
associated with the enrollment of medical students into a primary care career. As noted,
there exists virtually no information on how social factors (lifestyle and medical school
cultural) and economic factors (income disparity) impact on Saudi Arabian students’
career decision particularly in terms of their choice of primary care. Through the
achievement of the project aims, we will provide scientifically rigorous evidence as to the
potential means of increasing primary care enrollment to achieve key population health
access and health system goals. Beyond the scientific advancement, the information
learned through achievement of the aims will provide useful guidance to policy makers
regarding the adoption of evidence-based management as one mechanism by which to
solve health care challenges. Finally, increased medical students’ enrollment in primary
care career has high potential to reduce healthcare cost as proven by the forthcoming
literature review.
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1.8 RESEARCH QUESTIONS AND HYPOTHESIS
Aim 1 To explore the relationship between the social factors (Lifestyle and medical
school culture) and primary care career choice among medical school students in Saudi
Arabia.
H1: The perception of a worse lifestyle associated with primary care among
medical school students in Saudi Arabia negatively affects the choice of primary care as a
career.
H2 : Medical school culture which views primary care as less prestigious
negatively affects primary care career choice among medical school students in Saudi
Arabia.
The goal of this aim is to distinguish the social environment particularly lifestyle
and medical school cultural and how these two factors impact the career choice. A
comprehensive literature review was done on studies that dealt with the relationship
between social factors and primary care choice among medical students in the United
States. These studies have identified clerkship experiences and school environment as
important in reducing the impact of social factors and yielding a significant change in
students' perception of primary care (Dorsey, Jarjoura & Rutecki, 2003) (Clinite et al.,
2014) (Keirns & Bosk, 2008). Replication of these experiences in Saudi Arabia may
result in a tangible change and increase the desire of primary care career as it did for their
American peers.
Aim 2 To determine the influence of economic factor (income disparity) on medical
students selecting primary care career choices.
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H3: Income disparity between primary care and other specialties negatively
impacts the desire to choose a primary care career among Saudi Arabia medical students.
To achieve this goal, we will calculate the average income of each medical
specialty and ask students about the acceptable percentage income gap of the specialty
they desire to choose and the highest average income for any other specialty. Through
this question, we can obtain the acceptable ratio and compare it to the current gap
between the average income of the medical specialties. The results, for example, would
inform decision-makers regarding the increase in primary care incomes required to
increase the number of students selecting primary care specialties.
1.9 THEORETICAL FRAMEWORK
“Human behavior cannot be fully understood solely in terms of
sociostructural factors or psychological factors. A full understanding requires an
integrated perspective in which sociostructural influences operate through
psychological mechanisms to produce behavioral effects.” Bandura
Several theories have attempted to find the most acceptable logical explanation
for the choice of career and the factors that are related. One of the early scientists who
wrote about career selection was Frank Parsons. He developed the 3-step model which is
based on the idea of matching careers to talents, skills and personality. In his book
Choosing a Vocation, he stated: "In the wise choice of a vocation there are three broad
factors: (1) a clear understanding of yourself, your aptitudes, abilities, interests,
ambitions, reşources, limitations, and their causes; (2) a knowledge of the requirements
and conditions of success, advantages and disadvantages, compensation, opportunities,
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and prospects in different lines of work; and (3) true reasoning on the relations of these
two groups of facts" (Parsons, 1909).
Also, among the theories that have been used extensively, there is the trait theory
which depends on the division of individuals according to their personalities. Considered
as the founding father of this theory, Gordon Allport concluded that the personality traits
of individuals can be divided into three categories: Cardinal traits, Central traits, and
Secondary traits. This theory was further developed by other scientists like Raymond
Cattell who adopted the idea that categories of personality can be divided into 16
patterns. The last phase in the trait theory is represented by Hans Eysenck's Big Five
model of personality traits. Although there is widespread use of these views in the choice
of occupational field, the research remains limited to one aspect, which is employed at
the individual level.
In his book Career Choice and Development, Duane Brown concluded that
because of the lack of satisfaction with these two main approaches, theories have tended
to be either primarily psychological and focus on personality characteristics or primarily
sociological with focus on social influences on initial choices and eventual career status.
Neither approach to theorizing is adequate alone. This lack of connection leaves
institutes and career development activities without specific theoretical guidelines for
helping individuals from various socioeconomic strata since most psychologically
oriented theories appear to assume that persons function in the same manner in making
career decisions regardless of social class. Adding to this gap is the role of system
geographical place where politics has all the power in either the legislative or executive
branch (Brown, 2002).
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Albert Bandura presented social cognitive theory as a compendium of research in
learning observation that is used in broad areas like education, communication, and
psychology. In social cognitive theory, people are neither driven by inner forces nor
automatically shaped and controlled by stimuli (Bandura, 1986). Social cognitive theory
is based on three determinants or the so-called triadic reciprocal determinism: personal
characteristics, behavior, and environment. These determinants interact harmoniously
with each other and produce results in the form of behavior or decision making. The
effect of these determinants is an increase in decisions that lack deep reflection and
insight into outcomes (Figure 1).

Behavior

Person

Environment

Figure 1.1 Triadic Reciprocal Determinism, Social cognitive theory

Looking at the triadic reciprocal determinism model, the relationship between the
determinants is bi-directional and easy to adapt. Interaction between the person and the
behavior means that the individual’s ideas, convictions, and aspirations will be reflected
on behavior and orientation. It also can be said that behavior affects the person through
reflection on thinking and decision-making. With regard to the interaction between
personality traits and environmental influences, people also evoke different reactions to
their social environment because of their physical characteristics depending on their
14

socially conferred roles and status. The third scenario in the triadic reciprocal
determinism model represents the two-way effect between behavior and the environment.
Pandora stated that “Lecturers do not influence students unless they attend their classes,
hot stove tops do not burn unless they are touched, parents usually do not praise their
children unless they do something praiseworthy. The aspect of the potential environment
that becomes the actual environment for given individuals thus depends on how they
behave."
Social cognitive theory is in line with the factors we aim to explore. This theory
explains the interrelationship between the person, the behavior, and the environment,
which shapes the career choice of individuals and medical students in particular.
Characteristics such as age, culture, geographical background, and the biological
characteristics of students of medical schools represent personal traits and determinants
under social cognitive theory. Also, the environment within medical schools can be dealt
with using social cognitive theory through the design of the appropriate atmosphere and
curriculum. The environment may provide either positive or negative experiences for the
student that affects the choice of specialization; this is supported from literary reviews as
seen in the next chapter. The behavior of both individuals (student and faculty in our
case) or organizations (system level) serve as a key determinant in shaping an impression
about the nature of future work.
Social cognitive theory classifies behavior motivation to two origins: biologically
based and cognitively based. Biological based motivators include physiological
conditions that arise from cellular deficiency and/or through external factors. The second,
cognitively based motivation, is through foreseeable consequences of future outcomes
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that can be converted into current guides and motivators of behavior. The author
considered different types of incentives or motivators which affect behavior and its
orientation towards a particular path. Among these incentives is monetary which
recognizes income as a powerful motivator to influence personal behavior as in the case
of medical students.

16

CHAPTER 2
LITERATURE REVIEW
Social and economic factors are increasingly being used to examine medical
students' career choice, notably here in the US. However, many of the studies of career
choice in Saudi Arabia do not explore the relationship between social and economic
factors and primary care choice among Saudi's students. Those studies that do examine
social or economic factors treat these factors descriptively. Whether the proposed social
and economic factors actually influence primary care career choice among medical
students in Saudi Arabia is largely unknown. The literature to-date has focused on nonsocioeconomic factors and can be characterized as descriptive studies of which specialty
a medical student desires to choose as career with lack of attention to underlying reasons
behind the decline in the number of medical students who choose primary care as a career
after graduation (Appendix A). Only a few studies have examined factors like lifestyle
associated with career choice, but these did not indicate any theoretical explanation
regarding the choice of primary care among medical students. Similarly, the literature is
largely silent on the actual impact of medical schools’ culture on primary care career
choice among medical students.
This reviewer performed several searches of the literature indexed in PubMed,
and Google Scholar, using a broad set of terms to maximize sensitivity, i.e., a
combination of key words and search terms related to “career choice” AND “medical
17

students” AND “primary care physician” AND “medical education” AND “medical
culture” AND “lifestyle.” The reviewer followed links to find other related articles
(snowballing technique).
2.1 PRIMARY HEALTH CARE
On September 1978, the World Health Organization (WHO) launched the
international conference and called for urgent and effective national and international
action to develop and implement primary health care. It was the first recognition of
primary care and released the declaration of Alma-Ata, which defined primary care as:
essential health care based on practical, scientifically sound and socially
acceptable methods and technology made universally accessible to individuals
and families in the community through their full participation and at a cost that
the community and country can afford to maintain at every stage of their
development in the spirit of self-reliance and self-determination. It forms an
integral part both of the country's health system, of which it is the central function
and main focus, and of the overall social and economic development of the
community. It is the first level of contact of individuals, the family and
community with the national health system bringing health care as close as
possible to where people live and work, and constitutes the first element of a
continuing health care process. (WHO, 1978)
From this statement, the WHO considers primary health care as the entry to the health
system and a fundamental right of the community. Moreover, the National Academy of
Medicine, formerly called the Institute of Medicine, defines primary care as “the
18

provision of integrated, accessible health care services by clinicians who are accountable
for addressing a large majority of personal health care needs, developing a sustained
partnership with patients, and practicing in the context of family and community” which
emphasizes the variety of services that a practitioner has to take into consideration
beyond the concepts of medical issues, such as social or psychological factors that affect
the patient's treatment plan (Donaldson, Yordy, Lohr, & Vanselow, 1996). Finally, in
2008, in the book, Primary Care Now More Than Ever, the WHO updated its vision for
primary care to recognize the importance of family and community, comprehensiveness,
health promotion, continuity, patient empowerment, prevention and integration. This
parallels the current trend in which the global health situation is undergoing a major shift
towards the spread of chronic diseases rather than the infectious diseases that were the
focus of attention of the health systems of the last century. In fact, ischemic heart disease
and stroke are the main world-wide killers in the last decade, and both diseases are
considered non-communicable (WHO, 2017).
2.2 IMPORTANCE OF PRIMARY CARE PHYSICIAN (PCP)
Many researchers have addressed the role of PCP in various areas like access to
health care, health indicators, hospitalization, cost, prevention and long-term care. In a
well-functioning health system, the primary care physician is the first to receive and
provide care for patients. Also, the PCP is gaining an important place through the
provision of part of care in other disciplines such as mental care, incurable diseases, or
follow-up after the complex surgical interventions. For example, PCPs in Saudi Arabia,
like their American peers, represent the first portal for patients seeking mental health care
(Qureshi, N. A., Al-Habeeb, A. A., & Koenig, H. G., 2013). Olfson and colleagues found
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that between 1995-2010, the prescribing of psychotropic medications in the US increased
more rapidly among PCPs than psychiatrists. In fact, PCPs are now reported to be
addressing not only less severe mental illnesses, but also ones that are more complex.
Primary care may indeed become the predominant setting for mental and behavioral
health treatment (Olfson et al., 2014; Miller and Druss, 2013). Globally, the WHO
published the book Integrating Mental Health into Primary Care A Global Perspective
and stated that integrating mental health services into primary care is the most efficient
and effective way of overcoming the treatment gap and ensuring that people get the
mental health care they need (WHO, 2008). Also, this mental health integration into
primary care goes beyond the enhancement of access to care by also helping to minimize
stigma and discrimination for mental health patients.
In terms of prevention, PCPs spearhead the fight against diseases and the
community shield against chronic and infectious diseases alike. According to WHO, the
ultimate role of PCPs in disease prevention is to avoid or at least to reduce by proper
intervention the exposure of individuals and the community to known, avoidable
"causes", thereby preventing the onset of the disease (primary prevention) (WHO, 1994).
There is a wide range of preventive care that PCPs provide, including, but not limited to,
immunization for infants and seasonal influenza; steady increase in continuing care for
chronic diseases, such as diabetes and hypertension; follow-up health status of the
elderly; and early detection of a deadly disease, such as cancer or renal failure. In a study
conducted by Triantafillidis and his colleagues to explore the role of PCPs in screening
for colorectal cancer at the international level, the study found that primary care
physicians play a significant role in early screening and increased treatment rates,
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especially in countries that apply guidelines for early screening in primary care, such as
in America and Europe (Triantafillidis et al.,2017). In support of the above, the role of
PCPs is increasingly recognized in the follow-up care to complex procedures and cancer
survivors (Klabunde et al.,2009).
The relationship between the health indicators of the population and the
availability of PCPs is a powerful sign for understanding the level of influence that PCPs
exert on the health system. Studies have often proven that the increasing number of PCPs
is positively proportional to the health status of the population (Macinko, Starfield, &
Shi, 2003). In a study carried out by Lee and his colleagues to clarify the link between the
provision of primary health care and health outcomes of the population in Korea, they
found that more PCPs per 10,000 people was associated with lower mortality rates from
all causes, including cancer and cardiovascular diseases (Lee, Park, Choi, & Kwon,
2010). Rasella and his colleagues studied the impact of primary health care on mortality
in Brazil, which has the largest Family Health Program (FHP) in the world (53% of the
population covered). The results showed that the FHP coverage is associated with a
reduction in hospitalizations and mortality rates from heart and cerebrovascular diseases
(Rasella et al.,2014). Also, in their longitudinal study from 1990-2002, Macinko and his
colleagues showed that a 10 percent expansion in the Family Health Program led to a
decline in the infant mortality rate of 4.6% ( Macinko, Guanais, & De Souza, 2006).
Another longitudinal study conducted by Guanais found that FHP had a direct impact on
the decline of post-neonatal infant mortality in Brazil (Guanais, 2015). Barbara Starfield
and Liu Shi are among the first to highlight the important role of PCPs at the end of the
last century. Their study covered mainly the relationship between the availability of PCPs
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and factors such as health indicators, health system outcomes, inequality, income, and
ethnicity. In a study to assess the contribution of primary care systems in 18 rich nations
of the Organization for Economic Cooperation and Development ( OECD ) over three
decades, the study found that the strong primary health care system is negatively
associated with mortality rates for all causes. The study concluded that primary care has
the same influence as other major determinants of population health, such as
demographics, income, behavioral factors (such as smoking), and GDP per capita
(Macinko, Starfield, & Shi, 2003). This finding had been confirmed by different studies
from Europe and the US alike regardless of health system form. In the UK for example,
there was evidence of association between primary care physician availability and decline
in all mortality cases (Gulliford, 2002). In the US, many studies have highlighted the
prominent role of PCPs in health. One of these early studies conducted by Shi and his
colleagues to examine the joint relationship between income inequality, the availability of
primary care, and health indicators to determine whether primary care has an impact on
health indicators by modifying the negative impact of income inequality. It seems
possible that focusing on primary care may overcome the severe negative effects on
health from income inequality, which was emphasized by newer studies (Shi, Starfield, &
Kennedy, 1999) (Chang, O'malley, & Goodman, 2017). Another study of Shi and
Starfield confirmed that there is a close correlation between the existence of PCPs and
health indicators; indeed, metropolitan areas with more PCPs enjoy better health status, a
finding that has been confirm by a recent study (Shi & Starfield, 2001)( Kiran et
al.,2016). A third study from the same authors showed that an increase in PCPs may
increase life expectancy by 0.67 years (Shi et al.,2003). One year later, Shi and his
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colleagues suggested that increased supply of PCPs, especially in areas with significant
social inequality, is negatively correlated with infant mortality and low birth weight in the
US states (Shi et al.,2004). More precisely, the increase of one PCP reduces infant
mortality rate by 2.5% and low birth weight by 2.3%.
Patient adherence to therapy and trust are among the important tasks performed
by PCPs. Since the patient's commitment and confidence are fundamental concepts to
ensure the success of the treatment plan, PCPs have a critical role to promote both. In
general, patients are highly appreciative of the recommendations given by the PCP
regarding the health situation or the future decision to choose the appropriate specialist,
as indicated by a study from Garmbach and his colleagues (Grumbach et al.,1999). What
distinguishes the relationship between the patient and the PCP is the continuation of care.
This gives PCPs an advantage compared to specialists in terms of the increased
commitment of the patient to treatment, as studies have shown that patients' trust
increases with the length of their relationship with their doctors (Mainous et al.,2004).
Also, studies have shown that if PCPs follow their patients in the inpatient setting, it
gives consistency to the treatment and best quality on the 30-day readmission rate
(Stevens et al., 2017). This emphasizes the previous finding of increased willingness of
the patient to be treated and produces a better outcome with their PCPs rather than
specialists (Kerse et al.,2004). Finally, in a continuity service like primary care, it is
important to obtain the satisfaction which builds with experience, and the trust that the
patient can expect to get similar care in the future for his / her health needs (Platonova et
al.,2008) (Thom, Hall & Pawlson, 2004).
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The association between spending on health care and the role of PCPs is obvious
and very impressive. Studies have shown that there is no doubt that the increased supply
of PCPs is related to reducing the cost of health services (Starfield, Shi, and Macinko,
2005). Residents of areas with higher PCP volume have a lower expenditure on health
services compared to others in different regions. This may due to the availability of
preventive care and the lower need to go to emergency departments (Bazemore et
al.,2015) (Phillips & Starfield, 2003). In contrast, the increase in health care spending is
proportional to the supply of specialized doctors (Franks & Fiscella, 1998). Globally, the
picture is clearer, where health systems that have PCPs play a pivotal role have more
control of health care costs compared to health systems where primary care plays a less
effective role. The US, which spends 17% of GDP on health care, and the UK, which
spends only 9%, represent the best examples of the role of PCPs (Papanicolas & Woskie,
2018). Regardless of the same primary care doctor’s ratios in the US and the UK, the vast
gap in spending shows that the difference is due to the role of primary care in controlling
and reducing spending without sacrificing the quality of health services. Indeed, life
expectancy for the British population is in a better position than the American population
(Papanicolas & Woskie, 2018).
2.3 CURRENT LANDSCAPE OF PCP
Under the umbrella of the PCPs there are different specialties of providers
including those in pediatrics and general practice, internal medicine, geriatrics, and
family medicine, which are the most common types of doctors providing health care to
beneficiaries in the US (Hing & Hsiao, 2014). The concepts of primary health care
providers in Saudi Arabia and the UK are very similar to each other and narrow. In both
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countries the general practitioner is recognized as the primary care provider who has a
bachelor's degree and has not yet received specialty qualifications.
Despite the fact that Saudi Arabia shares the same physician density (total number
per 1000 population) with the US and the UK at 2.6 per 1000 individuals (WHO, 2016),
this rate does not apply when it comes to primary care physicians, where there is a
substantial difference between these countries. In Saudi Arabia the PCP ratio to the
population is about 5.2 physicians per 10000 inhabitants (MOH, 2016) which is much
lower than in the US which is 9.17 (AACM, 2017) and the United Kingdom which is 20 (
Papanicolas, I., Woskie & Jha, 2018). In terms of numbers, primary care accounts for the
lion's share of patient visits to health services across the different global health systems.
In Saudi Arabia, for example, in 2016 there were 51.2 million visits to primary care
clinics, an average of 2.5 visits per patient (MOH,2016). In the United Kingdom, almost
one million daily visits to the GP were recorded in 2014 (England, 2014). The United
States recorded more than 500 million visits to PCPs in 2015 (Rui & Okeyode, 2015). It
remains to be noted that the rate of PCP to population as well as visits vary by
geographical location from urban to rural areas.
Based on the above, it’s clear that primary health care, specifically PCPs, carries a
large capacity of the health system in various communities. It also raises doubts about the
ability of PCPs to meet the urgent need for health care in an era where demand is steadily
escalating. There are numerous challenges the primary care sector faces that may hinder
or adversely affect primary care services, including financial crises and health sector
reforms, which limit the scope of services coverage and thus jeopardize the public's
health. Perhaps one of the most serious obstacles is the shortage in the workforce of
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primary care physicians, which prevents them from performing their roles properly. The
following literary review focuses on the reasons behind the shortage of primary care
physicians.
2.4 REASONS FOR PRIMARY CARE PHYSICIAN SHORTAGES
Broadly, shortage is a state or situation in which something needed cannot be
obtained in sufficient amounts. In regards to the health workforce, there is no precise
definition of the PCP shortage, instead there are general definitions for physician
shortage. For example, Scheffler and his colleagues' definition of shortage is if the supply
of physicians meets less than 80% of the demand or need (Scheffler et al.,2008).
The root of PCP shortage involves multiple sources with varying impact. The root
causes of the shortage of primary care physicians can be divided into four categories. The
first cause is the health system and the environment within the medical field. The second
is the educational system and medical school. The third is related to social and economic
factors, and the fourth is personal desire and its noticeable effect on this deficiency (Rao
& Pilot, 2014).
2.5 HEALTH REFORM
The health system has a prominent place in drawing plans and policies for the
health status of society and the individual. Because the government is a main buyer of
health care services, it has a powerful role in monitoring and regulating the health care
market through development of payment mechanisms and incentives for health staff.
However, this role does not carry out as hoped for in the primary care sector and for PCP
who represent the majority in providing health care services to the community.
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In the past decades, and specifically before the 21st century, health systems had
been moving away from primary care and prevention care toward hospitals and the
expansion of subspecialties (WHO, 2008). Therefore, the main theme of the health
system is reactive care which is designed around fighting diseases through methods of
medication treatment or surgical interventions (Lerberghe, 2008). This trend has
increased capital expenditure on hospitals and medical technology, which naturally was
the most effective feeder towards the orientation of physicians to join the subspecialties.
This movement, or the so-called hospital centrism, has created many obstacles in the
health sector, starting with the accelerated cost of spending on health services, the
inefficiency of health systems, the shortage of primary care practitioners and the role of
primary care in the health system. Thus, reluctance to join the primary care profession
increased due to the attention focused on subspecialties. Additionally, hospitals’ methods
of recruitment require subspecialty qualifications. Paying special attention to primary
health services as part of health system strengthening is the main pillar of health reform,
which WHO hopes all countries consider, in the World Health Report issued in 2008.
As a result, the voices calling for reform in the health systems have emerged with
a solution to control the cost of health care (Starfield, 2009). The reform of the health
care system varies according to the nature of each country’s system itself. But they share
a common motivation that it is time to highlight primary care and enable it to play its role
that has been marginalized. WHO has developed four pillars of health systems reform,
where the service delivery reform should reorganize health services around primary care.
There are two initiatives which take place for health reform: patient-centered care and
people-centered health care. Patient-centered care aims to move the health system from
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focusing on the disease to focusing on disease management. This change in focus ensures
patient access to care, improves his interactions with health care systems and elevates the
level of experience with the services. Furthermore, patient-centered care does not bother
to promote long-term relationships between the patient and the service provider. Even
though this approach touches on issues of quality and comprehensive health care, it does
not cover the concept of health on a larger scale. A good example of this is the United
States, where ongoing reform based on patient-centered care is an attempt to improve
quality with an acceptable cost of care (Starfield, 2011) (Williams et al., 2014).
On the other hand, the concept of person-centered care is more systemic and gives
more attention to the level of health before an individual needs health care. According to
WHO, people-centered care:
is an approach to care that consciously adopts the perspectives of individuals,
families and communities, and sees them as participants as well as beneficiaries
of trusted health systems that respond to their needs and preferences in humane
and holistic ways (WHO, 2015).
A people-centered approach includes an enduring personal relationship, and
allows for an adequate addressing of needs, expectations, patient preferences, capacities,
and the well-being of all the constituents and partners of the healthcare system. Without
universal coverage people-centered care will be impossible because the notion of
continuity is missing in the fragmented system.
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2.6 PCP MALDISTRIBUTION
One of the reasons that creates a shortage of PCP is poor distribution. Many
health systems suffer from this problem, which affects the availability of essential care
such as primary care services. Large geographic regions such as the United States and
Saudi Arabia have sparsely populated areas, with limited access to health care and few
medical providers. When considering the limited income for people in rural areas
compared to urban, there are similar effects (Starfield & Shi, 2005).
According to the U.S. Census Bureau, about 19% of the US population lives in
rural areas (U.S. Census Bureau, 2015). In addition, rural populations tend to be older
and more vulnerable to disease than their urban counterparts. Children are no exception,
however, and face less care compared to their peers in metropolitan areas. The National
Association of Community Health Centers and the Robert Graham Center published a
report on those deprived of the right to health care in the United States of America. In
their report, they defined persons deprived of their medical rights as the people who did
not have access to a primary care physician or were inadequately treated because of the
local physician shortage (NACHC, 2013) (Petterson, Phillips Jr, Bazemore & Koinis,
2013). The rate of primary care physicians in rural areas is 46 per 100,000 inhabitants
compared to 100 per 100,000 in urban areas (Bodenheimer & Pham, 2010).
PCP shortage in rural areas is driven by several factors. For instance, there is
widespread income disparity among people who live in rural areas compared to those in
urban areas. Demand due to the poverty, lack of private insurance and the ability to pay
for physician visits will influence the market supply (Kirby & Muhuri, 2018). Another
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reason for this shortage is that the geographic background of primary care physicians is a
powerful factor in their choice for career locations. In response, researchers are studying
these critical factors in order to design programs that increase the supply and retention of
rural primary care physicians. They found that an upbringing in a rural area is a
significant factor in a person’s choice to practice there (Rabinowitz, Diamond, Markham
& Paynter, 2001). Furthermore, in one longitudinal study the results showed that the main
indicator in selecting doctors to practice in rural areas is that they are indigenous to those
areas (Rabinowitz, Diamond, Markham, & Hazelwood, 1999). Given the fact that the
acceptance rates in medical schools for students with rural backgrounds are lower than
for those with urban backgrounds, there fewer new physicians selecting rural areas
(Shipman et al., 2013). Another study shows that most family physicians work close to
training facilities after they finish their graduate medical education (GME) (Fagan et al.,
2015). It is common that teaching hospitals are more likely to be in the urban areas which
also increases the likelihood of practicing in the same site.
2.7 FINANCIAL FACTOR; INCOME GAP
Among the many influencing factors in determining one’s career path is future
income. Along with the ongoing steps toward implementing health care reform comes the
increasing recognition that enhanced health care access will not only highlight, but also
exacerbate the shortage of primary doctors. The relationship between income and future
supply of primary care (PC) doctors is a concern in many parts of the world. Primary care
services depend on the number of illness visits or the routine checkups; however,
specialty physicians focus on procedures likely because of financial incentives.
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The income gap is widening between primary care physicians and specialty
physicians, where the incomes of primary care physicians are well below those of many
specialists. We know for fact that primary care specialties in the US have lower mean
annual salaries than non-primary care specialties ($228,684 vs $413,915). Also, the lower
rates of competitiveness (53% vs 73%) show the three lowest earning specialties were the
primary care fields (Family medicine, General Internal medicine, and Pediatrics) (Faber,
Joshi & Ebell, 2016). The income gap for Saudi physicians exists in a different form. The
Saudi government pays all physicians with the same basic salary; however, the
physicians in a specialty receives at least 30% bonus more than their colleague’s PCP.
Also, specialty physicians have more opportunity to increase their income or may double
it if they work part-time at a private provider, which is not a likely option for PCP (MOH,
2014)
There are numerous articles in the medical literature concerning income factors
that influence the choice of medical specialty. Once students are enrolled in medical
school, they appear to have specialized choices based strongly on income and lifestyle,
which is unfavorable in primary care specialties (Jolly, 2005) (Campos, 2011). One study
conducted empirical investigation of the effectiveness of economic or non-economic
factors in determining the choice. They found that economic factors, such as higher
income, are more powerful than non-economic factors in influencing the specialty choice
(Thornton & Esposto, 2003). The literature suggests that the perception that family
physicians earn less income could at least diminish interest in that primary care specialty
(Morra, Regehr, & Ginsburg, 2009) (Palmeri, Pipas, Wadsworth, & Zubkoff, 2010). A
similar study demonstrated almost 40-60% of students planned to become specialist
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providers, seeking a path toward better income (Bale, Coutinho, Swan & Heinrich, 2013)
(DeZee et al., 2011). There is both old and new evidence frequently suggesting that half
or more of medical students have a desire to choose primary care if income were to
improve for these specialties (Rosenthal et al., 1994) (DeZee et al., 2011).
2.8 LIFESTYLE
Like income, the so-called lifestyle of a future career has become a determinant in
students' specialty choice and may play a major role in the recent trend away from the
primary care path. The definitions of the lifestyle and the elements of its measurement
varies among students. In their study, Newton and his colleagues defined a lifestyle
career as one that allows time off, opportunities to enjoy life outside of work, flexible
work hours, time to pursue activities outside of work, and family time. Another article by
Dezee and his colleagues states that lifestyle should include four themes: schedule
control, financial aspects, off time, and work life. These criteria of lifestyle were found
more influential than traditional motivators, such as incentives and training (Dorsey,
Jarjoura & Rutecki, 2003).
Medical students are surrounded with negative impressions towards lifestyle in
the path of primary care. The source of this view is in the students' experience during the
training period or the prevailing culture of society (Phillips et al., 2012) (Barber et al.,
2018). Another explanation for this negative view arises because it touches part of the
everyday life of doctors. One particular aspect is that both male and female students have
commented on the difficulty to find time with their families. A study entitled “GenderBased Analysis of Patterns of Work, Tiredness, and Work-Life Balance among
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Postgraduate Graduates” shows that work / life balance has significant implications for
post-graduate medical education and planning for specialty selection (Gander et al.,
2010). In addition, previous studies support these findings and linked the specialization
that gives more control in the time spent by the doctor at work and female students in
medical colleges (Dorsey et al., 2005).
Prestige is another factor of lifestyle which is used to differentiate between the
medical specialties, affecting the choice of specialty. Even before students enter medical
school, the medical profession was associated with a privileged position in society. In
medical schools, students greatly consider prestige when it comes to decision-making in
the professional field. Unfortunately, primary health care is significantly lacking in
prestige among other specialties (Villanueva, 2009) (Kiolbassa et al., 2011). Some
researchers have found that there is a link between students moving away from primary
care and the low level of prestige (Clinite et al., 2014). Lindsay and her colleagues study
the associations between burnout and residency specialty choice in terms of ratings of
prestige. They concluded that prestige and income give us a clearer perception and a
strong relationship when measuring burnout and specialties choices (Enoch, Chibnall,
Schindler & Slavin, 2013). Finally, an interesting study done by Compton and his
colleagues explains the changes in U.S. medical students’ specialty interests over the
course of medical school. In this study, the researchers surveyed students at 3 time points:
new students, beginning of application, and year of graduation. In all 3 time points, a
high-prestige career was less often associated with a PC specialty compared to a non- PC
specialty (Compton, Frank, Elon & Carrera, 2008).
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2.9 MEDICAL SCHOOL
Medical schools have an influential role in the selection of student’s specialty.
Most of the studies in this aspect covered the curriculum, the nature of the clinical
training, the duration, the quality, the interaction between the students and faculty
members and between each other. Although some students have a prior interest in
specialization, the environment within educational institutions has direct and indirect
contributions to professional decision-making for most students (Erikson et al., 2013).
Many medical students change their minds about pursuing a primary care versus
specialist career during the course of their training (Henderson, Hunt & Williams , 1996).
Beverly and her colleagues studied medical students changing their attitudes toward
primary care in their first-year; they found many students think an intensive course in
primary care increased their motivation to pursue primary care in the future (Beverly et
al., 2014). Other studies have shown that students' compulsory training in family
medicine reinforces students' desire to choose primary care (Senf, Campos-Outcalt, 1995)
(Henderson, Hunt & Williams 1996).
2.10 CLERKSHIP LOCATION
The place where the student receives clinical training both negatively and
positively affects the choice of specialization. Students receive most, if not all, of their
clerkships in hospitals and in wards in the absence of full outpatient training and routine
check-up, which is the core of the primary care profession. In the mid-1970s, Mark
Plovnick conducted a study on primary care career choices and medical student learning
styles. In his study, it was found that, most of the time, students are trained and gain
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experience in hospital rotation (Plovnick, 1975). The current situation has not changed
much, as recent studies have indicated, thus enhancing students' exposure to non-primary
care, which takes the largest share of the rotations (Hawthorne & Dinh, 2017) (Stanley et
al., 2015) (Waller, 2011).
2.11 CLERKSHIP DURATION
Time is a sensitive factor in measuring experience and taking a realistic
impression on professional specialty. The relationship between the duration of training
programs and choice of primary care specialty has attracted researchers' attention. In a
systematic review done by Pfarrwaller and her colleagues, factors that might increase
students choosing a primary care career were studied between the period of 1993 and
2015. From the 75 articles included, their result concluded that longitudinal programs
were the only intervention consistently associated with an increased proportion of
students choosing primary care in the US, Europe, Australia, Canada, Asia and New
Zealand (Pfarrwaller et al., 2015). In her literature review of 31 studies between 1982 and
1993, Meurer examined the influence of medical school curriculum on primary care
specialty choice. She concluded that continuity and prolonged clerkship experience were
associated with an increasing number of students choosing primary care (Meurer, 1995).
A wide-ranging study involving a majority of the US medical schools identified the
opportunities of medical schools to promote family medicine among the students. The
study found that prolonged clinical experience, for weeks or months, during clinical
training is particularly useful ( Heidelbaugh, Cooke & Wimsatt, 2013). Another study
confirmed the idea that extending the clerkship is useful to enhance likelihood of
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choosing primary care among the students. (Deutsch, Lippmann, Frese, & Sandholzer,
2015).
2.12 CURRICULUM
Medical institutes, through the curriculum and faculty members, have a
significant role in guiding the outcomes of the educational process. Felisha and her
colleagues, in their paper "How can medical schools encourage student interest in family
medicine," noted that the most prominent and overlooked factor that negatively affects
the interest of primary care students in the US is the hidden curriculum (Rohan-Minjares
et al., 2015). Haverty divided the curriculum into three categories: the official
curriculum which is documented and is officially certified; the second which is undefined
or unedited, often dominated by diligence and often consists of personal relationships
between students and faculty members; and the third which is the hidden approach, a
group of influences that works at the organizational and culture levels. Also, Haverty
defined the hidden curriculum as "much of what is being taught in medical school is not
done within the formal course offerings but within the informal curriculum of medicine"
(Hafferty, 1998). Christine Cassel and Michael Wilkes have a similar definition of
hidden curriculum, stated as "where one thing is taught in the classroom but something
quite different is observed in the practice setting" (Cassel & Wilkes, 2017). In both
definitions, we can note that faculty have the ability to make changes in either direction
positively or negatively. James Roehler and his colleagues have highlighted two common
patterns in the teaching style of faculty in medical schools: first is the mentor, through the
method of promoting the relationship within the institution and the dedication of
counseling and guidance; second is the role model, which is based on teaching by
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example and admiration that helps to shape professional identity and commitment by
strengthening observation and comparison (Reuler, & Nardone, 1994). In the same
context, Levinson and others defined a mentor as an advisor whose guidance focuses on
professional issues, while a role model uses an example in a broader context that includes
both professional and personal aspects of life (Levinson et al., 1991).
2.13 THE ROLE MODELS
Wright and his colleagues investigated the effect of role models on medical
students and found there was a strong correlation between role models during clerkship
and medical students’ specialty choice (Wright, Wong & Newill, 1997). The impact of
“model models” includes primary and non-primary care, but their effect on primary care
is greater than other negative factors, such as low incomes and social factors (Ellsbury &
Stritter, 1997). Role models may have brief contact with students in clerkship or in class
where students begin to measure, compare and take advice on combination of
specialization and desired future life. Several studies hinted at the positive role model in
the orientation of students towards the choice of professional specialization (Henderson,
Hunt & Williams,1996) (Babbott et al., 1991) (Martini et al., 1994). This undoubtedly
gives the faculty influence to guide students toward a particular specialty and control the
outcome of the medical institution. Studies have suggested that the absence of a
successful role model among faculty members for primary care in medical schools has
adversely affected students’ decisions to pursue a career in primary health care (Long,
Chaiyachati, Bosu, Sircar, Richards, Garg, Moriarty, 2016). Research has also shown that
a role model among faculty for all specialties, including full-time primary care, gives
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positive results for student selection (Kutob, Senf & Campos-Outcalt, 2006)( Hauer et
al., 2008).
2.14 ACADEMIC ADVISING
The reality in medical schools at this time is less likely to inspire students towards
primary care among the faculty, which may lead to negative consequences. This trend is
counterproductive to the selection by students to primary care as several studies
concluded (Parker, Hudson & Wilkinson, 2014) (Scott, et al., 2011) ( Plovnick, 1975).
Osborn performed a study to identify the factors influencing students' choices of primary
care or other specialties, and he concluded that the faculty adviser was the significant
factor in affecting students’ decisions to choose primary care. Therefore, he suggested
that schools can increase the chance of their students entering the primary care fields by
increasing their students' contact with mentors in these fields (Osborn, 1993).
Heidelbaugh and his colleagues, in their comprehensive study about the opportunities for
medical student engagement with family medicine, found less than half of institutions
provided required courses that had a career advising component or large-group lectures
taught by family medicine faculty in years three or four. Also, they considered advising
as co-curricular, which is defined as learning activities that fell outside the regular
curriculum (Heidelbaugh, Cooke & Wimsatt, 2013).
2.15 PROGRAM QUALITY AND DESIGN
One of the characteristics missing from the clerkship in medical schools is the
intellectual challenge. It is popular among students that primary care specialties are
routine in procedures, modest in outcomes, and the lack of rapid and satisfactory results
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with the patient as occurs in sub specializations. As with non-primary care specialties, if
students are placed in practices where the work is intellectually challenging, they will be
drawn to it (Kernan, Elnicki & Hauer, 2015). The large effect sizes for perception of
intellectual challenge for those choosing primary care suggest the practical importance of
this factor. Kassebaum and Szenas conducted a study to identify factors influencing the
specialty choices of 1993 medical school graduates; they classified 36 factors that
impacted students to choose specialty in three levels: minor influence, moderate influence
and strong influence. In that study, the 12,131 students who completed the questionnaire
ranked intellectual content as strong influence to specialty choice (Kassebaum & Szenas,
1994). Another study confirmed that the items most frequently cited as somewhat or very
much attracting students toward internal medicine careers were the intellectual challenge
of IM (Hauer et al., 2008).
2.16 MEDICAL SCHOOL ENVIRONMENT
Culture within medical schools prepares students to explore multiple disciplines
and develop tendencies toward one (Choi & Ayanian, 2013). Interpersonal
communication and commenting between students and faculty or students on each other
affects the selection process. Stigma, negative stereotype, class rank and mistreatment
based on specialty choice is a distinct and common phenomenon perpetuated by faculty,
staff, and peers (Oser et al., 2014) (Hunt et al., 1996). Woolley and his friends found
those who changed their primary care career interest were more likely to report
deprecating comments about their interests, personal name-calling, and biased
evaluations (Woolley et al., 2006). Another study researched that unofficial climates
within medical schools have an impact on specialty choice (Senf, Campos-Outcalt &
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Kutob, 2003). In a study on the role of the medical school culture in selecting the
primary care profession by Ericsson and his colleagues, they showed that students
attending schools with a high prevalence of derogatory comments on primary health care
are less likely to become primary health care physicians (Erikson et al., 2013). A recent
study from the UK included 13 medical schools and found 27 percent of students had
changed their career choice as a direct result of negative comments and more than a
quarter of students stated they considered changing their career plan. What is worrisome
is 71.5% of students in the study thought that negativity in comments is a routine part of
the practice of medicine. In this study and others, primary care specialties have been
identified as being abused more often than other specialties (Ajaz et al., 2016) (Holmes et
al., 2008).
2.17 MEDICAL SCHOOLS IN SAUDI ARABIA
Just like MOH, the Ministry of Education is a body of government that legislates
and supervises medical schools in both public and private sectors. In 1967, the first
medical school was established at King Saud University in the capital city Riyadh in
collaboration with the London College of Medicine (Telmesani et al., 2011). After this
date, the opening of the number of government and private medical schools continued,
reaching 37 colleges, of which 28 are government colleges and 9 are private colleges
(SCFHS, 2017). There are two curriculum structures in medical schools in Saudi Arabia.
The first is the student can enter medical school after they finish high school. The
program is six years of traditional curriculum, which consists of three years of basic and
medical science courses, followed by three years of clinical training, followed by a one
year internship (Telmesani, Zaini, & Ghazi, 2011). The second structure is just like the
40

American style, in which students can enter medical school after they receive a
bachelor’s degree in relevant subjects such as applied science. There were minor
differences between colleges in the arrangement of the subjects and disciplines, except
the dominant forms of teaching vary among the separate institutions.
In public school the government funds the tuition for students and students are
given a monthly incentive for the duration of their studies. For the private school, the
student may be eligible for government sponsorship just like the public school students.
The high demand from high-school graduates gives the medical schools leverage over the
quality and quantity of the admission process. There are two levels of admission to
medical schools in general. Level I Admission to the preparatory year has specific
requirements: high school score of 90% or more, achievement test of 70 degrees and
above, a capacity test of 70 degrees and above, and a personal interview. The level II
admissions process requires the student to keep a GPA of 3.5 out of 5 to enroll in medical
school. The curriculum for most medical schools is almost the same, and the student must
complete 220 credits for a medical degree. The student begins clerkship in the fourth
year, that is interspersed with six hours in primary health care courses. The last year is
internship which takes twelve months divided into six rotations: internal medicine,
surgical, obstetrician-gynecologist, emergency, and elective.
According to the latest reports issued by the Saudi Commission for Health
Specialties, the total number of students enrolled in medical schools within the Kingdom
and expected to graduate within the next five years is 26,216. Including 14,616 males and
11,600 females. In addition, 2,727 students are enrolled abroad to study medicine. The
total number of students enrolled in the graduate programs (subspecialty) in the SCFHS
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and expected to graduate within the next five years (different specialties in medicine) is
10,650 physicians (SCFHS, 2017).
2.18 CONCLUSION
In conclusion, the relationship and contextual factors that influence career choice
for primary care among Saudis students, with a particular interest in social (lifestyle and
medical school culture) and economic (income disparity) factors is not well understood.
These factors have been widely addressed in the US, but that experience may not provide
guidance by which to explore the situation in Saudi Arabia. The factors that influence
Saudi Arabian medical students’ declining interest in primary care cannot be confidently
identified through review of the available literature because previous studies lacked
theoretical background that explained this pattern of behavior in the career choice and,
hence, have largely ignored the root of the it. And as described above, the vast majority
of Saudi studies on the primary care choice have focused on the gender preferences and
describe the current situation. In contrast, the role that the socioeconomic factors play in
influence the primary care career choice among medical students is very poorly
understood. Thus, this project will provide evidence with the many benefits of an
alternative to the current paradigm which generated the declining trend in primary care
career choice.
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CHAPTER 3
METHODOLOGY
3.1 PROJECT OVERVIEW
This project is designed to assess the potential impact of social and economic
factors on primary care career choice among medical students in Saudi Arabia. We
assess the potential of social and economic factors to affect the attitude toward primary
care of medical students, but not the whole set of factors which influence medical
students' career choice. To explore the tendency of medical students to choose a primary
care career - a key solution to the shortage of primary care physicians, this study focuses
on three dimensions: expected lifestyle and how its disparity between specialties affects
the medical student’s attraction toward primary care, the influence of medical school
culture on students’ choosing primary care specialties (Family medicine, or Preventive
medicine), and how anticipated income impacts the decision to enter a primary care
specialty. These dimensions are an appropriate focus as they are common factors at the
global level and proven influential in various health systems (Puertas, Carlos, and
Daniela, 2013). To analyze the nature of the relationship between these factors and the
choice of a primary care career, this study adopted two theories, the Social Cognitive
Theory and the Elaboration Likelihood Theory. Our specific aims are:
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Aim 1 - To explore the relationship between the social factors: lifestyle and
medical school culture, and primary care career choice among medical school students in
Saudi Arabia.
H1: The perception of a worse lifestyle associated with primary care among
medical school students in Saudi Arabia negatively affects the choice of primary care as a
career.
H2: Medical school culture which views primary care as less prestigious
negatively affects primary care career choice among medical school students in Saudi
Arabia.
Aim 2 - To determine the influence of the economic factor: income disparity, on
medical students selecting primary care as a career.
H3: The income disparity between primary care and other specialties negatively
impacts the desire to choose primary care as a career among Saudi Arabia medical
students.
3.2 STUDY DESIGN
Our evaluation research utilized a cross-sectional study survey with selfadministered questionnaires. This study design was selected because it assesses the
relationship between two or more variables and maximizes the efficiency of the study in
time and monetary costs. However, the study design may not adequately show the
direction of the causal relationship or rule out alternative rival explanations because the
cross-sectional survey collects data at one time (Shi, 2007).

44

3.3 SETTING
This project was conducted at the 10 medical schools in the Riyadh region of Saudi
Arabia (Figure 3.1).

Figure 3.1 Universities in Saudi Arabia

Due to limitations in financial and human resources, we focused exclusively on
the region of Riyadh (Table 3.1). The Riyadh region was chosen because it has several
advantages that are not available in other locations. First, it contains one third of the
number of medical schools in Saudi Arabia. Second, it includes public and private
medical schools, and finally, the medical schools are within both urban and rural settings.
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TABLE 3.1 Characteristics of Medical Schools in Saudi Arabia
Inclusion Participating Schools in Riyadh Region
1

Dar Al Uloom University (DAU)

Male | Female Private Univ urban

2

Farabi Colleges (FU)

Male | Female Private Univ urban

3

AlMaarefa University (AU)

Male | Female Private Univ urban

4

5
6
7

Prince Sattam Bin Abdulaziz University
(PSAU)
King Saud bin Abdulaziz University for

Male
Male | Female

Health Sciences (KSAU-HS)

Public Univ

Public Univ

rural
urban

Alfaisal University

Male | Female Private Univ

urban

Al-Imam Mohammed bin Saud Islamic

Male | Female

urban

University (IMAMU)

Public Univ

Male | Female

Public Univ

urban

Male

Public Univ

rural

Female

Public Univ

urban

King Faisal University

Male | Female

Public Univ

urban

King Khalid University

Male | Female

Public Univ

urban

Umm Al Qura University

Male | Female

Public Univ

urban

Al Qassim University

Male | Female

Public Univ

urban

Taibah University

Male | Female

Public Univ

urban

King Faisal University

Male | Female

Public Univ

urban

King Abdulaziz University

Male | Female

Public Univ

urban

Imam Abdulrahman Bin Faisal University

Male | Female

Public Univ

urban

8

King Saud University (KSU)

9

Shaqra University (SU)

10

Princess Nourah Bint Abdul Rahman
University (PNU)

Excluded
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Ibn Seena Medical Colleges

Male | Female

Private Univ

urban

Taif University

Male | Female

Public Univ

urban

Batterjee College for Medical Sciences and

Male | Female

Technology

Private Univ

urban

Najran University

Male | Female

Public Univ

urban

Hail University

Male | Female

Public Univ

urban

King Saud bin Abdulaziz University for

Male | Female

Health Sciences

Public Univ

urban

Fakeeh College of Medical Sciences

Male | Female

Private Univ

urban

Jeddah University

Male | Female

Public Univ

urban

Sulaiman Al Rajhi Colleges

Male

Private Univ

rural

University of Bisha

Male

Public Univ

rural

Al Baha University

Male | Female

Public Univ

urban

University of Tabuk

Male | Female

Public Univ

urban

Male | Female

Public Univ

Urba

Al Jouf University

n
Male | Female

Majmaah University

Public Univ

rural

3.4 PARTICIPANTS
The study population is comprised of all fourth- and fifth-year medical students at
each medical school. For several reasons, fourth- and fifth-year students were selected.
The most important of these is that students start clinical training in the fourth year. And
this study seeks to determine the extent and sources of bad speech towards student’s
specialty interest during their clinical training, and whether it occurs in the classroom or
clerkship. Also, during the fourth-year, students receive a primary care course which
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allows for an opportunity to measure the impact of some factors, such as the hidden
curriculum and clerkship.
3.5 VARIABLES AND DATA SOURCES/MEASUREMENT
Dependent Variable. The only dependent variable we will be utilizing in this
study is choice of specialty: primary care or otherwise. In this study and based on
previously established definitions, we classify family medicine and preventive medicine,
as primary care careers (Shi, Starfield & Kennedy, 1999) (Starfield, Shi & Macinko,
2005) (Starfield, 1986).
Covariates: Several types of covariates were collected as reflected by the several
sections of the survey. The first set of covariates include gender, age, marital status, the
type of medical school, and geographical background. Then students were asked to
indicate their first specialty choice in general. To better categorize levels of interest in
certain specialties, students were also asked to rank three additional specialties in which
they had interest and to identify three specialties they had least interested in. Students
then were asked directly about their desire to choose primary care as a career after they
graduate (Appendix B).
Independent Variables. We have three independent variables of interest:
lifestyle, medical school culture, and perceived income.
Lifestyle. - In the second section, we focused on the first independent variable
which is lifestyle. Students were asked to rate the importance of career choice based on
the following criteria: financial compensation, control of the work schedule, workload,
enjoyment of the work environment, and enjoyment of this type of work. After that, we
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asked the students specifically about how they evaluate primary care careers in terms of
these five criteria. Then, using a three-level scale- Lifestyle friendly, Lifestyle
intermediate, Lifestyle unfriendly, students were asked to evaluate each medical specialty
regarding Lifestyle category (Appendix C).
Medical School Culture. - The third section concerned the second independent
variable, medical school culture and curriculum. For the students in their fifth year we
asked them about whether the primary care course they took in their 4th year changed
their decision in regards to a career in primary care (Appendix D). Moreover, we used the
seven survey statements developed by Woolley and his colleagues to measure faculty
attitudes toward different specialties (Woolley, 2006). Using the four point Likert scale,
we asked the students to rate the frequency and negative impact of any mistreatment
and/or comments based on specialty choice that they had experienced during the
clerkships. These questions are:
1. I was told directly or overheard negative comments about my specialty/career interest.
2. I was discouraged from continuing in my specialty/career interest.
3. I was called offensive names (i.e., stupid, idiot, etc.) because of my specialty/career
interest.
4. I witnessed other students receiving negative comments or treatment based on their
specialty/career interest.
5. I believed I had to be less than completely honest about my specialty/career interest to
receive fair treatment.
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6. It seemed I was denied teaching, training, or clinical opportunities because of my
specialty/career interest.
7. It seemed I received lower evaluations or grades because of my specialty/ career
interest.
Anticipated (Perceived) Specialty Income. – The third independent variable is
income disparity, which was covered in the fourth section of the survey instrument.
Adapting Newton and his colleagues’ survey question, a four-point scale was used to rate
the influence of each attribute on the students’ selection of career specialties. Students
were asked whether a primary care career provides an income that will allow students to
live comfortably, provides an income sufficient to provide adequately for their family
(Newton, Martha, and Lori, 2005), and provides an adequate financial reward for the
years of training required. Also, students were asked if the extra work opportunity in the
private sector is an incentive for excluding the primary care specialty in the career choice
(Appendix E).
3.6 DATA COLLECTION PROTOCOL
Using a paper questionnaire to collect data has some challenges. The first of these
challenges is time and effort. Data collection occurred six weeks after the beginning of
the Fall semester, starting in October and lasting for four weeks. Also, two of the target
medical schools were located in rural areas and therefore require domestic travel. The
second challenge was the financial constraint, which includes travel, accommodation and
printing, which was accomplished through self-funding.
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We got the approval of the Institutional Review Boards (IRB) to ensure ethical
responsibility and to satisfy Saudi Arabian regulations (Appendix G). Since this research
is low- risk research with only non-invasive techniques included, we anticipated the
method of this study met ethical standards as set by the IRB committee. Protecting
confidentiality and anonymity was relatively easy because the questionnaire does not
include directly identifying information (such as names, civil registration number, etc.).
To assess understandability of the questionnaire, we performed a pilot test using a
small subsample of those who shared the major characteristics of the target sample
population. During this process, we observed as the respondent progressed through the
questionnaire, noting behaviors of the respondent that may indicate problems with the
survey, such as hesitation, confusion, and frustration. Also, we ensured that the entire
survey ran smoothly and coding could be done properly and efficiently.
After the pilot testing was completed, we conducted a comprehensive revision of
the entire survey based on which of the items were skipped, if and where any responses
were erased or crossed out, and if there were any mistakes or other physical traces of
confusion or miscommunication on the instrument itself. In the final phase, we asked the
participants in the pilot test to give feedback about their views of question wording and
language, length, clarity and additional comments.
3.7 SAMPLE SIZE
Shortly after the beginning of the 2019 Fall semester, around 1600 medical
students of both genders participated to complete the survey. To ensure higher response
rates which indicates less chance of significant response bias, paper-and-pencil surveys
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were group-administered to Year 4 students and Year 5 students. Also, we considered
administering the questionnaire simultaneously to students in the classroom. Prior to the
distribution of the questionnaire, informed consent was obtained from the potential
participants about what participation in the study involved, so that they could make the
decision about whether to engage in the research.
3.8 STATISTICAL PLAN – QUANTITATIVE VARIABLES AND STATISTICAL
METHODS
In this study, comparisons were made between the selection of students’ three
factors (lifestyle, medical cultural, and income) to primary care with other specialties
(Table3.2). The only dependent variable we utilized in this study was choice of specialty:
primary care. In this study and based on previously established definitions, we classified
family medicine and preventive medicine, as primary care careers. Every sample choice
for any of the specialty variables was added to reflect one of two possible mutually
exclusive occurrences: (0) no primary care selected, meaning that family medicine, or
preventive medicine were not indicated as the career choice; or (1) primary care selected,
meaning that family medicine, or preventive medicine was indicated as the career choice.
The independent variables for the study were lifestyle, medical school culture, and
income.
Modeling the data in this study conducted in two patterns. The first through
including all the variables to the model for the three factors lifestyle, income and medical
school. This method was widely used in literature review. Second method by grouping
the variables of each factor separately using the mean method, and then add them to the
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model. For instance, in lifestyle factor we summed students’ scale to each variable in the
lifestyle part of the questionnaire, and then divided it by the number of variables. Because
the independent variables in the study cannot be explained by one instrument, but rather a
group of variables, that we adapted the grouping method.
In this study, we define lifestyle as one that allows time off, opportunities to enjoy
life outside of work, flexible work hours, time to pursue activities outside of work, and
family time. Medical school culture was defined as: resources in learning about specialty
choice and career planning, determinants that help students to choose their specialty,
school environment ('badmouthing’ or ‘bashing’), students experience in primary care
course, and students’ awareness about the importance of primary care specialty. Covariates include gender, age, social status, geographical location, type of medical school
(private or public), curriculum structure, and whether there are any physicians in his/her
family.
Binary Logistic Regression was selected because it is useful in estimating
dichotomous dependent variable on independent variables which applied in our variable
used in this study. Statistical significance was assessed at the p ≤ 0.05 level. A
Cronbach’s alpha test was utilized to measure of internal consistency, that is, how closely
related a set of items are as a group. Scale reliability coefficient was 0.7285, where r=0.7
or greater considered as sufficiently reliable. All analyses were performed using STATA
version 14.1. The following formula was used to estimate the impact of socioeconomic
factors on primary care career choice among medical students:
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Model 1

logıstıc PC = β0 + β 1 X lifestyle + β 2 X FamilyMedicine1 + β3 X income + β4

XMS_Resources2 + β5 X MS_Role3 + β6 X
Gender

4
MS_Experience

+ β7 X

5
PC_course

+ β8 X Year + β9 X

+ β9 X GPA + u

1

Family Medicine is student’s classification of specialty based on lifestyle categories.
Resources within medical school which help students learn about specialty choice and
career planning.
3
Different factors that influences students' career decision inside the medical school.
4
Frequent students were experienced in classes or clerkship.
5
How students evaluate the primary care course effectiveness.
2
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TABLE 3.2 The Study’s Independent Variables, Definitions, and Measurements
Independent
Variables
Lifestyle

Medical school
cultural

Income

Operational definitions
Defined a lifestyle career as one that allows:
Time off, Flexible work hours, Time to pursue activities outside of work, Financial aspects, Work life
balance, Prestige.
We are referring to the factors that occurred or exercised within medical schools and might directly or/ and
indirectly influence the students’ career decision. Including:
Role of primary care course (Evaluated the impact of primary care course on students and whether or not
the course makes them reconsider the primary care specialist).
The role models & academic advising "advising as co-curricular, which is defined as learning activities that
fell outside the regular curriculum"
Experienced during the clerkships: 1. I was told directly or overheard negative comments about my
specialty/career interest. 2. I was discouraged from continuing in my specialty/career interest. 3. I was
called offensive names (i.e., stupid, idiot, etc.) because of my specialty/career interest. 4. I witnessed other
students receiving negative comments or treatment based on their specialty/career interest. 5. I believed I
had to be less than completely honest about my specialty/career interest to receive fair treatment. 6. It
seemed I was denied teaching, training, or clinical opportunities because of my specialty/career interest. 7.
It seemed I received lower evaluations or grades because of my specialty/ career interest.
Income is economic factors which might influence the future individual decisions such as specialty choice.
Spatiality that provide more incentive.
Provides an income that will allow me to live comfortably.
Extra work opportunity in the private sector.
Income should be similar to that of my peers in other specialties.
Income is an essential element for choosing the career specialization.
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CHAPTER 4
RESULTS
4.1 RESPONSE RATE
In the study, the response rate was 64.0%. In total, there were 1024 students who
returned a questionnaire from the 1600 questionnaires distributed. Of those responding,
19 had missing data for either lifestyle, medical school culture, or income questions and
were thus excluded from this study. Hence, the total number of respondents included in
the analysis is n=1005 students. As we expressed in chapter three, primary care specialty
was chosen when students ranked either family or preventive medicine among three of
their specialty preferences. From the data when we asked the participant “which general
specialty are you considering? Please rank the three most preferred specialties.” There
were 284 (28.26%) respondents that favored primary care specialties among their 3
preferences (table 4.1).
In our sample, there were 566 students in their fourth year and 439 in their fifth
year from 10 universities. Also, among the students, 359 were female (35.72 %) and 346
were male (64.28%). Almost 97% of students were single. Notably, students expressed
increased desire to a choose primary care career whenever their GPA is relatively low,
while the desire for primary care decreases when their GPA is high. This pattern is
observed in all medical universities without exception. The GPA of students is
summarized in the table below (Table 4.2).
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TABLE 4.1 Demographic Characteristics and Specialties of Respondents

n

%

Universities By (Year & Specialty Choice)
KSAUIMAMU
KUS
PSAU6
PNU7
HS
n
%
n
%
n
% n
%
n %

Non
18 78.3 29
PCP

85

64

69

70 75.3 102

80

24 68.6

-

4

33

65

81

56

82

432

76

PCP

15

29

31

23 24.7

20

11 31.4

-

8

67

15

19

12

18

134

24

4th Year

Year and
specialty

DAU
n

%

FU

Alfisal

n

%

n

%

n

%

N

%

5

total 23

288

34 100 93 100 93

Non
17
PCP

85

32

50

55

60

54 68.4

10

67

27 65.9 19

73

19

63

29

78

27

77

289

66

PCP

15

32

50

37

40

25 31.6

5

33

14 34.1

27

11

37

8

22

8

23

150

34

total 20 250 64 100 92 100 79 100
All PCP
8 18.6 37 38 66 36 48 27.9
Choice

15

100 41

31

22

5th Year

21.7

3

128 100 35

100

100

25 32.9

12 100 80 100 68 100 566 100

7

26 100 30 100 37 100 35 100 439 100
7

27

19

6

Prince Sattam Bin Abdulaziz University is public university with male students’ admission.

7

Princess Nourah Bint Abdul Rahman University is public university only female admission.

8

UM

5

100

26

SU8

45

23

Shaqra University has two medical schools (Shaqra and Al Duwadimi) only male students’ admission.
57

20

20

19

284

28

TABLE 4.2 Specialty Preference and Students’ Grade Point Average

Non- PCP

2-2.99
16

3-3.74
84

GPA
3.75-4.49
186

PCP

12

29

68

25

Non-PCP

17

68

118

86

PCP

9

44

69

28

38.9

32.4

31.1

18.6

5TH
year

4th
year

Year and specialty

% who prefer PCP

4.5-5
146

Total

1005

100

Given the geographical distribution of the sample in this study, we have 118 (11.7
% of whole sample) students from two rural universities, Shaqra University and Prince
Sattam University. The percentage of those who favored primary care was 37.3% (44),
while the percentage of those who preferred other specialties was 62.7% (74). Also, the
proportion of students from private universities was 35.9% (361) belonging to four
universities: Al-Faisal, Al-Farabi, Al-Maarefa and Dar Al Uloom. Of them, 24.4%
students (88) chose to practice in primary care specialties. In our study, there were some
variables which was part of the questionnaire but didn't show significantly related to the
dependent variables (p> .05) (table 4.3).
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TABLE 4.3 Characteristics of 1005 Fourth and Fifth -Year Medical Students at 10 Medical Schools
Respondents' Clarification about students reluctant to pursue career in primary care, and their future
Demographics Variables
practice preferences regarding the geographical location.
Year
4th y
5th y

Freq.

%

566
439

56.3
43.7

Gender
F
M

359
646

35.7
64.3

700
257
19
8

69.7
25.6
1.9
0.8

21
Below 21
Marital status

2.1

Married
Single

2.8
97.2

28
977

GPA
2-2.99
3-3.74
3.75-4.49
4.5-5
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5.4

225
441
285

22.4
43.9
28.4

Freq
.

%

No

23

2.3

1.1
14.4

Not sure
Yes

63
919

6.3
91.4

0.7

Career area
Administration
Hospitalist
I did not choose PCP
Primary care practice

8
265
468
85

0.8
26.4
46.6
8.5

Undecided

179

17.8

69
840

6.9
83.6

7

0.7

5

0.5

18
4
62

1.8
0.4
6.2

Freq.

%

Other

46.0
14.0
66.0

4.6
1.4
6.6

lifestyle issue
not interested

11.0
145.0
7.0

Income
More opportunity in private sector

patient characteristic

Age
21-23
24-26
29-27
Above 29

Reason you didn't apply for
primary care

16.0
1.6
poor educational experience
84.0
8.4
practice aspects
535.0
53.2
preferred another specialty
81.0
8.1
preferring procedures
Activities do you plan to participate during your
career

Hospitalized patients at
some point in my career

Future Practice location

Administration
Medical School Faculty

24.0
56.0

2.4
5.6

City of Moderate Size
Large City

Military Service

44.0

4.4

10.0

1.0

791.0
30.0
50.0

78.7
3.0
5.0

Small City
Suburb of Moderate Size
City
Suburb of a Large City
Town
Undecided or No Preference

Other
Patient Care
Public Health
Research
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4.2 INFLUENCE OF LIFESTYLE AND INCOME ON CAREER PREFERENCE.
The first independent variable in this study was lifestyle, which was covered in
the second section of the questionnaire. As mentioned in the second chapter, we adopted
serval formats of questionnaires (appendix B). We asked students this question: “When
thinking about your career path after school, how important are the following
considerations?” We laid out eight statements to be rated on four Likert-type scales from
“not important” (1) to “essential” (4) (figure 4.1). In all in model, work /life balance and
creativity and initiative environment were significantly associated with primary care
selection (p< ,05). The rest of lifestyle variables such as working for social change, high
income potential and social recognition found not that significance with primary care
consideration choice (p > .5). For the grouping model, the responses showed us that a
clear majority of students considered lifestyle characteristic to be a significant influence
in their career decision (P<.05). The grand mean of students who responded to all eight
characteristics was 3.11(3.54 – 2.64). Also, we found that students shared the same
outcome in regard to lifestyle characteristic across the difference’s years or universities.
Then, we asked students to classify different specialties based on five lifestyle
categories: schedule control, financial aspects, off time, prestige, and work life. Through
using Likert scale level (Lifestyle friendly – Lifestyle intermediate – Unfriendly lifestyle)
rated from (1) for lifestyle friendly, (2) lifestyle intermediate, (3) lifestyle unfriendly. The
grand mean of the response in the sample was 1.768, where the closer the rate to 1, the
more desirable of lifestyle spatiality, and the farther from 1, the less desirable. Of the
twenty-eight specialties listed, students classified family medicine (mean = 1.5) beside
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dermatology (mean = 1.3) as lifestyle friendly specialties. In comparison, students
classified surgery specialty as lifestyle unfriendly (mean = 2.4) (figure 2.4).

Lifestyle: How important are the following considerations?
Non- PCP

PCP

Essential
3.5 3.54

3.42 3.45

3.3
mean

Very important

3.12

2.95 2.96 2.97

3.08

3.1

2.65

2.89 2.93 2.94

3.56

3.01

2.62

Somewhat Important

Not Important

0
mean of Working for socia lchange

mean of High income potential

mean of Social recognition or status

mean of Stable secure future

mean of Creativity and initiative

mean of Expression of personal values

mean of Availability of jobs

mean of Work life balance

Graphs by specialty

Figure 4.1 Lifestyle Variables that Influence Career Choices.
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How do you classified each specialty?
Unfriendly 3

Lifestyle classification

2.5
intermediate
(1.768) grand mean
1.5

2
1.91.91.91.91.9
1.81.81.81.81.81.81.81.91.9

2.42.4
2.2
2.2
2.12.12.12.1

1.41.5
1.3

Friendly
.5
0

mean
mean
mean
mean
mean
mean
mean
mean
mean
mean
mean
mean
mean

of
of
of
of
of
of
of
of
of
of
of
of
of

Anesthesiology
Dermatology
EmergencyMedicine
FamilyMedicine
InternalMedicine
InternalMedicinepediatrics
MedicalGenetics
NeurologicalSurgery
Neurology
NuclearMedicine
ObstetricsandGynecology
Ophthalmology
OrthopaedicSurgery

mean
mean
mean
mean
mean
mean
mean
mean
mean
mean
mean
mean
mean

of
of
of
of
of
of
of
of
of
of
of
of
of

Otolaryngology
Pathology
Pediatrics
PhysicalMedicineandRehabilita
PlasticSurgery
PreventiveMedicine
Psychiatry
Radiation
Radiology
Surgery
Communitymedicine
Publicmedicine
Occupationalmedicine

Figure 4.2 Specialty classifications based on Lifestyle categories (schedule control, financial aspects, off time, and work
life, prestige).
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TABLE 4.4 The Grouping of Independent Factors (Lifestyle - Income- Medical School
Culture) that Influence PCP Career Choice.
specialty
lifestyle9
Family
Medicine10
Income11
MS
Resources12
MS Role13
MS
Experience

Coef.
0.676
0.678

St.Err. t-value
0.120
-2.21
0.082
-3.21

p-value
0.027
0.001

[95% Conf Interval]
0.478
0.957
0.535
0.859

Sig
**
***

2.493
0.985

1.113
0.093

2.04
-0.16

0.041
0.875

1.039
0.819

5.982
1.185

**

1.636
0.924

0.306
0.106

2.63
-0.69

0.008
0.491

1.134
0.738

2.360
1.157

***

1.816

0.214

5.05

0.000

1.441

2.289

***

1.486
0.623
1.342
0.027

0.224
0.102
0.118
0.021

2.63
-2.88
3.34
-4.53

0.008
0.004
0.001
0.000

1.107
0.451
1.129
0.006

1.996
0.859
1.595
0.129

***
***
***
***

14

PC_course15
Year
Gender
GPA
Constant

Mean dependent var
Pseudo r-squared
Chi-square
Akaike crit. (AIC)

0.283 SD dependent var
0.091 Number of obs
108.409 Prob > chi2
1110.305 Bayesian crit. (BIC)
*** p<0.01, ** p<0.05, * p<0.1

9

0.450
1005.000
0.000
1164.345

Groupings of lifestyle variables which impact students' career decision (appendix B).
Specialty classification based on lifestyle category (appendix B)
11
Groupings of Income considerations that influence PCP career choice (appendix D)
12
Specialty choice learning resources in the medical schools (appendix C)
13
Average of medical school culture role (appendix C).
14
Influence of students experience on their specialty/career interest (appendix C).
15
Primary care course evaluation (appendix C).
10
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Income is another independent variable which is included in this study. Five
statements using a four Likert scale rated as, no influence (1), minor influence (2),
moderate influence (3), and strong influence (4). The grand mean of all income variables
was 3.1337, which may explain to us the significant relationship between students’
specialty choices and income variables (p < 0.005). Students rated “incentive” and “live
comfortably” higher, [(3.340) and (3.330) respectively], and they rated "similar income to
my peers in other specialties" as the lowest (2.820) (figure 4.3).

Income : How influential were the following in helping you choose your specialty?
Non-PCP

PCP

Strong influence

mean

Moderate influence

3.232

3.094

Minor influence

No influence

0
mean of Spatiality that provide more incentive.
mean of Income is an essential element for choosing the career specialization
mean of Opportunity in the privates sector
mean of Income should be similar to that of my peers in other specialties
mean of income tha will allow me to live comfortably
Graphs by specialty

Figure 4.3 Specialty Preferences with Income Variables.
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4.3 MEDICAL SCHOOL CULTURAL
Medical School Culture was covered in four parts of the questionnaire: available
resources, medical school culture role, influence of clerkship experience on
specialty/career interest, and primary care course evaluation. The students were asked
"How useful were the following resources in learning about specialty choice and career
planning?" They rated several resources included advising, specialty interest groupsponsored, school-sponsored career workshops, specialized associations and other
publications on a 3-point scale (0= not used or not useful to 3 = very useful) to assess the
impact of these resources on the choice of specialization and career planning (table 4.3).
Overall, specialty choice was significantly related with having advising and mentoring
within the university (mean 1.7, P < .05), but a current relationship with advising and
mentoring was not associated with other resources such as specialty interest groups
(mean 1.62, p > 0.1), career planning workshops (mean 1.52, p > 0.1), specialized
associations (mean 1.51 p > 0.1), or/and other publications (mean 1.71, p > 0.1) (Figure
4.4). The difference between private university students and public university students is
statistically significant in this category (p < 0.05). Finally, students in their fourth year
were more likely to be influenced about the possibilities of career advice within this
resource (p < 0.001).
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Figure 4.4 Medical School Resources and Career Choice Planning.

In the second part of the medical school culture questionnaire, we dealt with a list
of factors and asked students to determine the extent of its impact on their choices (figure
4.4). When we grouped the nine categories into one variable, the relationship was
significantly strong with career consideration (p < 0.005, mean 2.08). Whereas, if we take
each element separately, the results were mixed. Only “avoid on-call shifts” and “work
life balance” were associated with career decision (P < .005, P < .05, respectively). We
detected no significant differences in the other seven medical school cultural domains by
PC categories (P > .05) (table 4.3).

66

Figure 4.5 The Nine Influential Factors that affect Students’ Decisions to Enter Primary
Care.

In the last part of the medical school culture section, we examined the students’
experience in general within the educational institution, as well as their study experience,
especially within the primary care course, and its effectiveness. Seven phrases focused on
investigating students ’experiences within the university’s environment, and students
were asked to indicate how frequently they experienced the badmouthing statements, at
their medical school: never, occasionally, sometimes, usually, or always. Results were
significant only with "I believed I had to be less than completely honest about my
specialty/career interest to receive fair treatment" for students in rural area universities (p
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<.005), and a pattern was seen for divisions/sections of rest of the statements with the
dependent variable (mean 1.93, p > .05) (figure 4.6).

How frequent you were experienced the following statements?
Always

Usually

2.98
Sometime

Occasionally

1.99

Mean =1.93
1.28

1.38

2.19

2.25

1.47

Never

Told directly negative comments about my specialty interest
Discouraged from continuing in my specialty/career interest.
Called offensive names
Witnessed other students receiving negative comments or treatment based on their specialty interest.
Been less than completely honest about my specialty/career interest to
Denied teaching training or clinical opportunities because of my specialty interest.
Seemed I received lower evaluations or grades because of my specialty interest.

Figure 4.6 Students’ Experience within the Medical School Environment.

The other division measured the effect of the primary care course and how it
influenced students on their choice of profession specialization using a five-point Likerttype scale (1 = strongly disagree, 2 = disagree, 3 = neither agree nor disagree, 4 = agree,
and 5 = strongly agree) (figure 4.7). The outcome was significant and closely related to
the choice of the primary care specialty (p <.005) (table 4.3). Even if we take each
question separately, the relationship was consistently significant (p < .005) except for the
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statement "The course did not change my decision in the choice of primary care," which
was not significant in course role on career decision (p >.05, corr -0.03).

Primary care course and clerkship evaluation
Non-PCP

PCP
Mean 3.14

Strongly Agree

3.05

3.15

3.16

3.2

Agree

Neither agree nor disagree

Mean 2.8

2.76

2.95

3.13

2.4
Disagree

Strongly disagree

0

mean of The course makes me reconsider the primary care specialist.
mean of The course emphasized my career choice in primary care
mean of The course did not change my decision in the choice of primary care.
mean of Faculty provided effective teaching during the clerkship.
Graphs by specialty

Figure 4.7 Specialty Preference and Primary Care Course Evaluation.
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CHAPTER 5
DISCUSSION
5.1 KEY RESULTS
This study evaluated the influences of three factors: lifestyle, income, and medical
school culture on students’ decisions to choose PC as a career specialty. The study shows
that lifestyle factors were considered in the primary care career selection for both genders
at fourth and fifth years. The study finding demonstrated our hypothesis that the
perception of a worse lifestyle associated with primary care among medical school
students in Saudi Arabia negatively affects the choice of primary care as a career and vice
versa. There were some differences in factors confirmed by subgroups analysis of
students. First, fourth year students were more affected than their counterparts in the fifth
year by lifestyle changes. Perhaps this is because students' in fourth years are building
their lifestyle perspective based on the influence of the external social relation. Unlike the
students' in fifth years who begin clerkship, thus increase their exposure to the medical
community such as physicians and residents by getting closer to actual lifestyle. This
current explanation supported by social cognitive theory and previous published work
(Bandura, 1986) (Clinite et al., 2014). Second, males were significantly affected by
lifestyle compared to female. This finding was different from previous studies (Dorsey et
al., 2005). An explanation is that men in Saudi society face more responsibilities in terms
of family obligations, unlike females, especially if we realize that the financial aspect is
an essential part of the lifestyle. Third, the balance between work /personal life continues
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to get as much attention among students for both years and gender, which is confirmed
through previous studies (Gander et al., 2010).
The classification of specializations based on schedule control, financial aspects,
off time, work life balance and prestige, which takes place for the first time in Saudi
Arabia, gave an interesting outcome. Students viewed family medicine as lifestylefriendly, similar to dermatology specialty and that is consistent among all respondents.
This result is converse to earlier studies when the students rank family medicine as
lifestyle uncontrollable (Dorsey et al., 2005). The first assumption is that family
physicians have fewer hours of work compared to other specialties in Saudi Arabia.
Second, the government is the main employer that pays physicians though fixed salaries,
unlike the situation here in the United States where the payment depends on the number
of visits.
In regard to the income factor, our respondents' views were largely consistent
with previous studies (Jolly, 2005) (Campos, 2011). Students treated income as a critical
element in preferring primary care, especially with female students in their fourth year.
One possible explanation of this finding is that students in private universities are not
receiving a government scholarship unlike the fifth years or the rest of the students in
public universities, where education is free. As for gender, female students in private
universities make up the majority of our sample (59.6%). We initially hypothesize that
income disparity between primary care and other specialties negatively impacts the desire
to choose primary care as a career among Saudi Arabia medical students. The logistic
regression analysis confirmed that the ratio of students with PCP preference were 2.4
times more influenced by income factors compare to non- PCP. These results come in
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parallel with previous studies which indicated that income negatively affects career
decisions, especially if the major is primary care (Thornton & Esposto, 2003).
According to our data, the four factors of the role medical school culture on
students’ career choice were mixed. Students believed that the resources (specialty
interest group-sponsored, school-sponsored career planning workshops, specialized
Associations, and advising/mentoring) within medical schools have little impact to help
them with career specialty. Indeed, students’ responses have shown that 20% to 30% of
resources were not existent in their institutions or were otherwise ineffective. Our studies
were consistent with prior work that states medical schools did not provide resources that
would encourage students to enroll in the primary care specialty (Heidelbaugh, Cooke &
Wimsatt, 2013). Further, these results are in line with other studies which demonstrated
that academic advice increases the chances of students choosing to work in primary care
(Osborn, 1993).
The role models, competitiveness of specialty, length of residency program,
personal interest, avoidance of shifts, and advice from other, were several variables
contained within a single template in our logistic model called “medical school role” to
measure its impact on the choice of primary care specialty. Overall, the results indicated
that these logistic factors closely related to the students’ choice for the primary care
specialty, especially for males. Personal interest has been maintained as the milestone for
thinking about specialty selection across previous studies (Rao & Pilot, 2014). On the
other hand, role models were less influential on students’ decisions at all levels, and this
conclusion is found with previous local and worldwide studies (Babbott et al., 1991)
(Alshahrani el al., 2014). Improving role models during the clerkship among the faculty
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of medical school certainly enhances the possibility of encouraging students to enroll in
the primary care specialty which is scientifically proven (Wright, Wong & Newill, 1997)
(Kutob, Senf & Campos-Outcalt, 2006)( Hauer et al., 2008).
We measured the impact of the academic environment within medical schools and
during clerkship by adopting 8 statements developed by Woolley and his colleagues
(Woolley, 2006). Although the measurement factor for this part was not related to the
choice of primary care specialty, and there were some disparities through reading results
at certain levels of the sample. The study confirmed that females were more likely
affected by bad experiences about their decision to choose the primary care specialty.
These findings were confirmed by a local study (Al-Bawardy et al., 2009). As for the
evaluation of the primary care course, it was strongly linked to the choice of students to
be engaged in a primary care career. These results were consistent for students regardless
of their gender, year of study, as well as universities.
5.2 LIMITATIONS
The study has several potential limitations. First, students from only 10 of
Saudi Arabia’s medical schools were included. However, we tried to overcome this by
ensuring the diversity in terms of the type of universities, public and private, as well as
location in the urban and rural areas. Furthermore, we took into consideration that our
sample included the universities that admitted one gender only to ensure the ability of
comprehensive representation of universities that were not covered in the study. Second,
because we used a cross-sectional study, students’ career preferences were assessed at a
single point in time and may not remain stable as would be present in a longitudinal
study. Third, our anticipations are students’ reports of long-term specialty choice, rather
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than their actual entry to a preferred residency or fellowship. It is possible that a student
stated plans to enter a career, such as a pediatrics subspecialty, and then could change his
or her mind over the course of a pediatrics residency.
We have great confidence in our ability to generalize the outcome of this study to
the entire population of medical students in Saudi Arabia. The reason for this is that the
selected sample shares most of the characteristics of the population (such as curriculum,
admission criteria, etc.), therefore we expect the study will have a high external validity.
For the internal validity which deals with determining whether independent variables
included in this study are the main cause of the outcome, rather than any confounding
variables. To answer this question, we refer to the nature of our study which is not
experimental, so we have less control over isolating all causal factors, which may be
considered as threats to internal validity. As a precautionary measure to minimize the
impact of other factors (not included as independent variables), and to enhance internal
validity, we have adopted a questionnaire that has been used in several studies for the
same purpose.
5.3 POLICY IMPLICATIONS

Our study gives us many applications in both the health and educational sectors
alike. Regarding the educational sector where this study was conducted, it has
opportunities to increase students' enrollment in the primary care specialty through the
adoption of several methods and policies. First, enabling students to closely view
successful experiences of lifestyle inside family medicine department increases students'
awareness of what the future could promise. It also reduces the impact of external factors
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that do not reflect the reality of the situation and thus limits students' desire and career
decision. The components of lifestyle factors such as life/work balance, social status, and
other variables whose effect can be explained under the social cognitive theory where the
interaction between individuals, behavior, and the environment occurs (Bandura, 1986).
Empowering academic advising, specialist groups and other resources to draw
student attention gives important guidance for students to join work in primary care
centers. Also, following this path increases the positivity towards the primary care, and
sends hidden messages to students that PC isn't like other majors and receives special
attention from the upper level of academic institutions. In addition, improvement of
educational experience in the classroom or clerkship gives the ability for students to view
primary care as an area that has a degree of suspense and challenge. This study proves the
need for an increase of propositions in private universities and universities located in
rural areas, where there are few available resources.
Schools of Medicine have an opportunity to encourage students to choose primary
care as a career, by focusing on hiring good role models to become faculty and staff. This
study, like other studies, documents the absence of a role model in the classroom and the
clerkship, which leads to students' reluctance to primary care.
This study presents several health sector applications, where both provider and
legislator of health services is in the same government branch. The first application is
concerns students in private and rural universities who receive most of their clerkship at
Ministry of Health facilities, such as hospitals and primary care centers. This structure
underscores the importance of making students' primary care experiences successful to
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enhance their career choice opportunities. The attractive environment and positive
experiences present inside the primary care centers encourage students to be in this lively
place.
The most prominent features in this study are income and work hours, which have
a close correlation with students’ criteria for choosing a career specialty after graduation.
Both factors are within the authority of policy makers at the Ministry of Health, and thus
create a state of polarization for students toward primary care. The Ministry of Health has
strong leverage to direct future generations toward working in the field of primary care,
unlike other countries whose influence is limited due to bureaucracy. Addressing the
income disparities through equality incentives reduces the impact of income on student
career selection, and therefore students make their decisions apart from external
influences.
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CHAPTER 6
CONCLUSION
This study aimed to find out the reasons that affect medical students’ choice of
professional specialization by using the statistical approach. The result elaborated
scientific evidence on impact different factors upon the students to elect their career in
primary care. The three factors in this study, lifestyle, income, and medical school
culture, were consistent with prior works. This unique study in Saudi Arabia with many
medical students found that students least prefer specialty work in primary health care.
Furthermore, students who prefer the primary care specialty usually have a low GPA,
which indicates underlying motives. Also, being students in medical school in a rural area
enhances the chance to choose the primary care specialty. Although students rated
primary care as a desirable lifestyle, this did not improve the overall selection as a career
compared to other specialties. The study also showed that the income factor is likely to
overcome negatives in other factors if it is well enhanced. Employing the role of the
academic environment in influencing student choice by enhancing available resources,
awareness of specialization characteristics, clinical experience, and academic curriculum
will create a new approach among students towards primary care. Finally, taking care of
the factors that affect students to favor one major over another need greater attention
from decision-makers to achieve a balance in meeting the growing need for primary care
physicians.
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APPENDIX B
PARTICIPANTS BACKGROUND, SPECIALTY PREFERENCE, WORKPLACE, AND LOCATION.
Section 1
( )ﺍﻟﺠﻨﺲGender

ﺫﻛﺮ
ﺃﻧﺜﻰ
 ﺳﻨﺔ21 ﺗﺤﺖ
 ﺳﻨﺔ23 – 21 ﻣﻦ
 ﺳﻨﺔ26 – 24 ﻣﻦ
 ﺳﻨﺔ29-27 ﻣﻦ
 ﺳﻨﺔ29 ﺃﻋﻠﻰ
 ﻋﺰﺑﺎء/ ﺃﻋﺰﺏ
ـﺔ/ ﻣﺘﺰﻭﺝ
4.5 – 5
3.75 – 4.49
3 – 3.74
2 – 2.99
Rank
Anesthesiology or subspecialty
Biochemistry or subspecialty
Dermatology or subspecialty
Emergency Medicine or subspecialty
Family Medicine or subspecialty
Internal Medicine or subspecialty
Internal Medicine/Pediatrics
Medical Genetics or subspecialty

1

()ﺍﻟﻌﻤﺮAge
2

What is your current marital status?
()ﻣﺎﻫﻲ ﺍﻟﺤﺎﻟﺔ ﺍﻹﺟﺘﻤﺎﻋﻴﺔ ؟
Your GPA
()ﻣﻌﺪﻟﻚ ﺍﻟﺘﺮﺍﻛﻤﻲ ﺍﻟﺤﺎﻟﻲ

which general specialty are you considering? Please
rank the three most preferred specialties.
)ﻣﺎ ﺍﻟﺘﺨﺼﺺ ﺍﻟﻌﺎﻡ ﺍﻟﺬﻱ ﺗﻨﻮﻱ ﺍﻹﻟﺘﺤﺎﻕ ﺑﻪ؟ ﻳﺮﺟﻰ ﺗﺮﺗﻴﺐ ﺛﻼﺛﺔ
ﺗﺨﺼﺼﺎﺕ ﻓﻘﻂ ﺍﻷﻛﺜﺮ ﺗﻔﻀﻴﻼ(ﻣﺜﺎﻝ
Rank
ﺍﻟﻔﺎﻛﻬﺔ ﺍﻟﻤﻔﻀﻠﺔ ﻋﻨﺪﻙ
3
ﺑﺮﺗﻘﺎﻝ
1
ﺗﻔﺎﺡ
2
ﺧﻮﺥ
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3

4

5

Microbiology or subspecialty
Neurological Surgery
Neurology or subspecialty
Nuclear Medicine
Obstetrics and Gynecology or
subspecialty
Occupational medicine
Ophthalmology or subspecialty
Orthopaedic Surgery or subspecialty
Surgery or subspecialty
Otolaryngology or subspecialty
Pathology or subspecialty
Pediatrics or subspecialty
Physical Medicine and Rehabilitation
or subspecialty
Plastic Surgery or subspecialty
Preventive Medicine or subspecialty
Psychiatry or subspecialty
Public health
Radiation Oncology
Radiology or subspecialty
I do not plan to practice medicine
Undecided
Other………...................
ﻣﺮﺍﻛﺰ ﺍﻟﺮﻋﺎﻳﺔ ﺍﻷﻭﻟﻴﺔ
ﺍﻟﻤﺴﺘﺸﻔﻰ
ﻟﻢ ﺃﻗﺮﺭ ﺑﻌﺪ
ﺇﺩﺍﺭﻱ
ﻟﻢ ﺃﺧﺘﺮ ﻁﺐ ﺍﻷﺳﺮﺓ ﺃﻭ ﺍﻟﻄﺐ ﺍﻟﻮﻗﺎﺋﻲ

If You selected an interest in Family Medicine, or
Preventive Medicine. What career are you
considering?
ﻣﺎ،)ﺇﺫﺍ ﻗﻤﺖ ﺑﺎﺧﺘﻴﺎﺭ ﺃﻱﻣﻦ ﺗﺨﺼﺺ ﻁﺐ ﺍﻷﺳﺮﺓ ﺃﻭ ﺍﻟﻄﺐ ﺍﻟﻮﻗﺎﺋﻲ
( ﺍﻟﺬﻱ ﺗﺮﻏﺐ ﺍﻟﻤﻤﺎﺭﺳﺔ ﻓﻴﻪ؟،ﺍﻟﻤﻜﺎﻥ ﺍﻟﻮﻅﻴﻔﻲ
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6

7

What’s the most important reason you didn't apply for
primary care? Select all that apply.
)ﻓﻲﺣﺎﻝ ﺃﻧﻚ ﻟﻢ ﺗﺨﺘﺎﺭ ﺗﺨﺼﺺ ﻁﺐ ﺍﻷﺳﺮﺓ ﺃﻭ ﺍﻟﻄﺐ ﺍﻟﻮﻗﺎﺋﻲ،ﻣﺎ ﻫﻲ
ﺃﻫﻢ ﺃﺳﺒﺎﺏ ﻋﺪﻡ ﺍﻟﺮﻏﺒﺔ ﻓﻲ ﺍﺧﺘﻴﺎﺭ ﻫﺬﻳﻦ ﺍﻟﺘﺨﺼﺼﻴﻦ؟ ﺍﺧﺘﺮ ﻛﻞﻣﺎ
ﻳﻨﻄﺒﻖ(.

Where do you hope to work after completing your
?medical training
ﺃﻳﻦ ﺗﺄﻣﻞ ﺃﻥ ﺗﻌﻤﻞ ﺑﻌﺪ ﺍﻻﻧﺘﻬﺎءﻣﻦ ﺗﺪﺭﻳﺒﻚ ﺍﻟﻄﺒﻲ؟
8

In which of the following activities do you plan to
participate during your career? Select all that apply.
ﻓﻲ ﺃﻱﻣﻦ ﺍﻷﻧﺸﻄﺔ ﺍﻟﺘﺎﻟﻴﺔ ﺗﻨﻮﻱ ﺍﻟﻤﺸﺎﺭﻛﺔ ﻓﻴﻬﺎ ﺧﻼﻝﺣﻴﺎﺗﻚ ﺍﻟﻤﻬﻨﻴﺔ؟
ﻳﺮﺟﻰ ﺗﺮﺗﻴﺐ ﻛﻞﻣﺎ ﻳﻨﻄﺒﻖ.
9
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ﺃﻓﻀﻞ ﺗﺨﺼﺺ ﺃﺧﺮ
ﺗﺨﺼﺺ ﻏﻴﺮﻣﺮﻏﻮﺏ ﻟﺪﻱ
ﻁﺒﻴﻌﺔ ﺍﻟﻤﻤﺎﺭﺳﺔ
ﺧﻮﺍﺹ ﺍﻟﻤﺮﺿﻰ
ﺍﻟﺪﺧﻞ
ﻓﺮﺹ ﺃﻓﻀﻞ ﺑﺎﻟﻘﻄﺎﻉ ﺍﻟﺨﺎﺹ
ﺇﺷﻜﺎﻝ ﻓﻲ ﻧﻤﻂ ﺍﻟﺤﻴﺎﺓ
ﺃﻓﻀﻞ ﺗﺨﺼﺼﺎﺕ ﺍﻟﺘﺪﺧﻞ ﺍﻟﺠﺮﺍﺣﻲ
ﺍﻟﺘﺠﺮﺑﺔ ﺍﻟﺪﺭﺍﺳﻴﺔ ﺍﻟﺴﻴﺌﺔ
ﺃﺧﺮﻯ  ،ﻳﺮﺟﻰ ﻛﺘﺎﺑﺔ .........................
ﻣﺪﻳﻨﺔ ﻛﺒﻴﺮﺓ )ﺃﻛﺜﺮﻣﻦ  ٥٠٠ﺃﻟﻒ ﻧﺴﻤﺔ(
)ﺿﻮﺍﺣﻲﻣﺪﻳﻨﺔ ﻛﺒﻴﺮﺓ(
ﻣﺪﻳﻨﺔﻣﺘﻮﺳﻄﺔ )ﻣﻦ  ٥٠ﺃﻟﻒ –  ٥٠٠ﺃﻟﻒ ﻧﺴﻤﺔ (
ﺿﺎﺣﻴﺔﻣﺪﻳﻨﺔﻣﺘﻮﺳﻄﺔ
ﻣﺪﻳﻨﺔ ﺻﻐﻴﺮﺓ )  ١٠ﺃﻻﻑ –  ٥٠ﺃﻟﻒ ﻧﺴﻤﺔ (
ﻗﺮﻳﺔ )  ١٠ – ٢٥٠٠ﺃﻟﻒ ﻧﺴﻤﺔ (
ﻏﻴﺮﻣﺤﺪﺩ
Rank
ﺭﻋﺎﻳﺔ ﺍﻟﻤﺮﺿﻰ
ﺍﻟﺒﺤﺚ ﺍﻟﻌﻠﻤﻲ
ﻋﻀﻮ ﻫﻴﺌﺔ ﺗﺪﺭﻳﺲ ﺑﺎﻟﺠﺎﻣﻌﺔ
ﺇﺩﺍﺭﻱ
ﺍﻻﻟﺘﺤﺎﻕ ﺑﺎﻟﻘﻄﺎﻉ ﺍﻟﻌﺴﻜﺮﻱ )ﻁﻼﺏ(
ﺻﺤﺔ ﺍﻟﻤﺠﺘﻤﻊ
ﺃﺧﺮﻯ )ﻳﺮﺟﻰ ﺍﻟﺘﻔﺼﻴﻞ(
.................................

ﻧﻌﻢ
ﻻ
ﻏﻴﺮﻣﺘﺄﻛﺪ

Do you plan, at some point in your career, to work as
a hospitalist (i.e., full-time care of hospitalized
patients)?
 ﻟﻠﻌﻤﻞ ﺑﺎﻟﻤﺴﺘﺸﻔﻰ؟،  ﻓﻲﻣﺮﺣﻠﺔﻣﺎﻣﻦﺣﻴﺎﺗﻚ ﺍﻟﻤﻬﻨﻴﺔ، ﻫﻞ ﺗﺨﻄﻂ
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10

APPENDIX C
THE PERCEPTION OF LIFESTYLE ASSOCIATED WITH PRIMARY CARE AMONG
MEDICAL SCHOOL STUDENTS IN SAUDI ARABIA
)Section 2 (Lifestyle
When thinking about your career path after medical school,
Not
?how important are the following considerations
important
ﻋﻨﺪ ﺍﻟﺘﻔﻜﻴﺮ ﻓﻲ ﻣﺴﺎﺭ ﺣﻴﺎﺗﻚ ﺍﻟﻤﻬﻨﻴﺔ ﺑﻌﺪ ﻛﻠﻴﺔ ﺍﻟﻄﺐ  ،ﻣﺎ ﻣﺪﻯ ﺃﻫﻤﻴﺔ ﺍﻻﻋﺘﺒﺎﺭﺍﺕ
)ﻏﻴﺮ ﻣﻬﻢ(
ﺍﻟﺘﺎﻟﻴﺔ ؟
)ﻏﻴﺮﻣﻬﻢ(
)ﺍﻟﻌﻤﻞ ﻋﻠﻰ Working for social change
1
ﺍﻟﺘﻐﻴﺮ ﺍﻟﻤﺠﺘﻤﻌﻲ (
)ﻏﻴﺮﻣﻬﻢ(
) ﺍﻟﺪﺧﻞ ﺍﻟﻤﺮﺗﻔﻊ (High income potential
2
3
4

)ﺍﻟﻤﻜﺎﻧﺔ Social recognition or status
ﺍﻻﺟﺘﻤﺎﻋﻴﺔ (
) ﺍﻻﺳﺘﻘﺮﺍﺭ ﻭ ﺍﻷﻣﺎﻥ Stable, secure future
ﺍﻟﻤﺴﺘﻘﺒﻠﻲ (

5

)ﺍﻹﺑﺪﺍﻉ ﻭﺍﻟﻤﺒﺎﺩﺭﺓ(Creativity and initiative

6

)ﺍﻟﺘﻌﺒﻴﺮ Expression of personal values
ﻋﻦ ﺍﻟﻘﻴﻢ ﺍﻟﺸﺨﺼﻴﺔ(

7

)ﺗﻮﻓﺮ ﺍﻟﻔﺮﺹ ﺍﻟﻮﻅﻴﻔﻴﺔ(Availability of jobs

8

)ﺍﻟﺘﻮﺍﺯﻥ ﺑﻴﻦ ﺍﻟﺤﻴﺎﺓ Work/life balance
ﺍﻟﺨﺎﺻﺔ ﻭ ﺍﻟﻌﻤﻞ(
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Very
Somewhat
important Important
)ﻣﻬﻤﺔ ﺟﺪﺍً(
)ﻣﻬﻢ ﻟﺤﺪ ﻣﺎ(

Essential
)ﺿﺮﻭﺭﻱ(

)ﻣﻬﻢ ﻟﺤﺪﻣﺎ(

)ﻣﻬﻤﺔ ﺟﺪﺍً(

)ﺿﺮﻭﺭﻱ(

)ﻣﻬﻢ ﻟﺤﺪﻣﺎ(

)ﻣﻬﻤﺔ ﺟﺪﺍً(

)ﺿﺮﻭﺭﻱ(

)ﻏﻴﺮﻣﻬﻢ(

)ﻣﻬﻢ ﻟﺤﺪﻣﺎ(

)ﻣﻬﻤﺔ ﺟﺪﺍً(

)ﺿﺮﻭﺭﻱ(

)ﻏﻴﺮﻣﻬﻢ(

)ﻣﻬﻢ ﻟﺤﺪﻣﺎ(

)ﻣﻬﻤﺔ ﺟﺪﺍً(

)ﺿﺮﻭﺭﻱ(

)ﻏﻴﺮﻣﻬﻢ(

)ﻣﻬﻢ ﻟﺤﺪﻣﺎ(

)ﻣﻬﻤﺔ ﺟﺪﺍً(

)ﺿﺮﻭﺭﻱ(

)ﻏﻴﺮﻣﻬﻢ(

)ﻣﻬﻢ ﻟﺤﺪﻣﺎ(

)ﻣﻬﻤﺔ ﺟﺪﺍً(

)ﺿﺮﻭﺭﻱ(

)ﻏﻴﺮﻣﻬﻢ(

)ﻣﻬﻢ ﻟﺤﺪﻣﺎ(

)ﻣﻬﻤﺔ ﺟﺪﺍً(

)ﺿﺮﻭﺭﻱ(

)ﻏﻴﺮﻣﻬﻢ(

)ﻣﻬﻢ ﻟﺤﺪﻣﺎ(

)ﻣﻬﻤﺔ ﺟﺪﺍً(

)ﺿﺮﻭﺭﻱ(

Lifestyle
Lifestyle
Lifestyle
In terms of Lifestyle category (schedule control,
)financial aspects, off time, and work life, prestige
unfriendly
intermediate
Friendly
)ﻧﻤﻂ ﺣﻴﺎﺓ ﻏﻴﺮ
)ﻧﻤﻂ ﺣﻴﺎﺓ ﻣﺮﻏﻮﺏ
?) how do you classified each specialtyﻧﻤﻂ ﺣﻴﺎﺓ
ﻛﻴﻒ ﺗﺼﻨﻒ ﻛﻞ ﺗﺨﺼﺺ ﻣﻦ ﺣﻴﺚ ﻧﻤﻂ ﺍﻟﺤﻴﺎﺓ )ﺍﻟﺘﺤﻜﻢ ﺑﺎﻟﺠﺪﻭﻝ
ﻣﺮﻏﻮﺏ(
ﻧﻮﻋﺎ ُ ﻣﺎ(
ﻣﺮﻏﻮﺏ(
ﺍﻟﻴﻮﻣﻲ ﻟﻠﻌﻤﻞ ،ﺍﻟﺠﻮﺍﻧﺐ ﺍﻟﻤﺎﻟﻴﺔ ،ﻭﻗﺖ ﺍﻟﺮﺍﺣﺔ ،ﺍﻟﺤﻴﺎﺓ ﺍﻟﻌﻤﻠﻴﺔ،
ﻭﺍﻟﻬﻴﺒﺔ(؟
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻧﻤﻂﺣﻴﺎﺓ
Anesthesiology or subspecialty
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻣﺮﻏﻮﺏ
ﻣﺮﻏﻮﺏ
1
ﻧﻮﻋﺎ ُﻣﺎ
Dermatology or subspecialty

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

Emergency Medicine or
subspecialty

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

Family Medicine or subspecialty

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

Internal Medicine or subspecialty

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

Internal Medicine/Pediatrics

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

Medical Genetics or subspecialty

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

2
3
4
5
6
7
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ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ

ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ

Neurological Surgery

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

Neurology or subspecialty

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

Nuclear Medicine

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

Obstetrics and Gynecology or
subspecialty

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

Ophthalmology or subspecialty

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

Orthopaedic Surgery or
subspecialty

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

Otolaryngology or subspecialty

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

Pathology or subspecialty

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

Pediatrics or subspecialty

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

Physical Medicine and
Rehabilitation or subspecialty

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

8
9
10
11
12
13
14
15
16
17
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ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ

ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ

Plastic Surgery or subspecialty

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

19

Preventive Medicine or
subspecialty

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

20

Psychiatry or subspecialty

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

21

Radiation Oncology

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

22

Radiology or subspecialty

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

23

Surgery or subspecialty

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

24

Community medicine

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

25

Public medicine

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

26

Occupational medicine

ﻧﻤﻂﺣﻴﺎﺓ
ﻣﺮﻏﻮﺏ

18
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ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ
ﻧﻤﻂﺣﻴﺎﺓﻣﺮﻏﻮﺏ
ﻧﻮﻋﺎ ُﻣﺎ

ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ
ﻧﻤﻂﺣﻴﺎﺓ ﻏﻴﺮ
ﻣﺮﻏﻮﺏ

APPENDIX D
MEDICAL SCHOOL CULTURE, CURRICULUM, CLERKSHIPS EXPERIENCE, PRIMARY CARE COURSE
EVALUATION, AND THE ROLE MODEL.
)Section 3 (Medical School
How useful were the following resources in
learning about specialty choice and career
?planning
ﻣﺎ ﻣﺪﻯ ﻓﺎﺋﺪﺓ ﺍﻟﻤﻮﺍﺭﺩ ﺍﻟﺘﺎﻟﻴﺔ ﻓﻲ ﺍﻟﺘﻌﺮﻑ ﻋﻠﻰ ﺍﺧﺘﻴﺎﺭ
ﺍﻟﺘﺨﺼﺺ ﻭﺍﻟﺘﺨﻄﻴﻂ ﺍﻟﻮﻅﻴﻔﻲ؟
)ﺍﻟﻨﺼﺢ ﻭﺍﻹﺭﺷﺎﺩ Advising/Mentoring
1
ﺍﻷﻛﺎﺩﻳﻤﻲ(
Specialty interest group-sponsored
panels and presentations
2
)ﺍﻻﻟﺘﺤﺎﻕ ﺑﺎﻟﻤﺠﻤﻮﻋﺔ ﺍﻟﻄﻼﺑﻴﺔ ﺫﺍﺕ ﺍﻻﻫﺘﻤﺎﻡ(
School-sponsored career planning
workshops and courses
3
)ﻭﺭﺵ ﻋﻤﻞ ﻭﺩﻭﺭﺍﺕ ﺍﻟﺘﺨﻄﻴﻂ ﺍﻟﻤﻬﻨﻲ ﺑﺮﻋﺎﻳﺔ
ﺍﻟﻜﻠﻴﺔ(
Specialized Associations
4
)ﺍﻻﻧﻀﻤﺎﻡ ﻟﻠﺠﻤﻌﻴﺎﺕ ﺍﻟﻤﺘﺨﺼﺼﺔ(
Other publications and web-based
resources
5
)ﺍﻟﻤﻨﺸﻮﺭﺍﺕ ﻭﺍﻟﻤﻮﺍﺭﺩ ﺍﻷﺧﺮﻯ ﻋﻠﻰ ﺍﻹﻧﺘﺮﻧﺖ(

Somehow
useful
)ﻣﻔﻴﺪﺓ ﻟﺤﺪ ﻣﺎ(

Not
useful
)ﻏﻴﺮ ﻣﻔﻴﺪﺓ(

Useful
)ﻣﻔﻴﺪﺓ(

Very Useful
)ﻣﻔﻴﺪﺓ ﺟﺪﺍً(

Not use
)ﻟﻢ ﺃﺳﺘﺨﺪﻣﻬﺎ(

ﻏﻴﺮﻣﻔﻴﺪﺓ

ﻣﻔﻴﺪﺓ ﻟﺤﺪﻣﺎ

ﻣﻔﻴﺪﺓ

ﻣﻔﻴﺪﺓ ﺟﺪﺍً

ﻟﻢ ﺃﺳﺘﺨﺪﻣﻬﺎ

ﻏﻴﺮﻣﻔﻴﺪﺓ

ﻣﻔﻴﺪﺓ ﻟﺤﺪﻣﺎ

ﻣﻔﻴﺪﺓ

ﻣﻔﻴﺪﺓ ﺟﺪﺍً

ﻟﻢ ﺃﺳﺘﺨﺪﻣﻬﺎ

ﻏﻴﺮﻣﻔﻴﺪﺓ

ﻣﻔﻴﺪﺓ ﻟﺤﺪﻣﺎ

ﻣﻔﻴﺪﺓ

ﻣﻔﻴﺪﺓ ﺟﺪﺍً

ﻟﻢ ﺃﺳﺘﺨﺪﻣﻬﺎ

ﻏﻴﺮﻣﻔﻴﺪﺓ

ﻣﻔﻴﺪﺓ ﻟﺤﺪﻣﺎ

ﻣﻔﻴﺪﺓ

ﻣﻔﻴﺪﺓ ﺟﺪﺍً

ﻟﻢ ﺃﺳﺘﺨﺪﻣﻬﺎ

ﻏﻴﺮﻣﻔﻴﺪﺓ

ﻣﻔﻴﺪﺓ ﻟﺤﺪﻣﺎ

ﻣﻔﻴﺪﺓ

ﻣﻔﻴﺪﺓ ﺟﺪﺍً

ﻟﻢ ﺃﺳﺘﺨﺪﻣﻬﺎ
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How influential were the following in
?helping you choose your specialty
) ﻣﺎ ﻣﺪﻯ ﺗﺄﺛﻴﺮ ﻣﺎ ﻳﻠﻲ ﻓﻲ ﻣﺴﺎﻋﺪﺗﻚ ﻓﻲ ﺍﺧﺘﻴﺎﺭ ﺗﺨﺼﺼﻚ؟(
Competitiveness of specialty
1
)ﺍﻟﺘﻨﺎﻓﺴﻴﺔ ﻋﻠﻰ ﺍﻟﺘﺨﺼﺺ(
2

ﺛﻴﺮ ﺍﻟﻘﺪﻭﺓ ﺍﻟﺤﺴﻨﺔ(Role model influence
)ﺗﺄ

3

Options for fellowship training
) ﺧﻴﺎﺭ ﺍﻟﺤﺼﻮﻝ ﻋﻠﻰ ﺗﺪﺭﻳﺐ ﺍﻟﺰﻣﺎﻟﺔ(

4

)ﺍﻟﺪﺧﻞ(Income expectations

5
6
7

Length of residency training
)ﻁﻮﻝ ﻓﺘﺮﺓ ﺗﺪﺭﻳﺐ ﺍﻟﻄﺒﻴﺐ ﺍﻟﻤﻘﻴﻢ(
Work/Life balance
)ﺍﻟﺘﻮﺍﺯﻥ ﺑﻴﻦ ﺍﻟﺤﻴﺎﺓ ﺍﻟﺨﺎﺻﺔ ﻭﺍﻟﻌﻤﻞ(
Fit with personality, interests, and skills
) ﺗﺨﺼﺺ ﻳﺘﻨﺎﺳﺐﻣﻊ ﺭﻏﺒﺘﻲ ﻭﻣﻬﺎﺭﺍﺗﻲ (

8

) ﺗﺠﻨﺐ ﺍﻟﻤﻨﺎﻭﺑﺎﺕ (Avoid on call shifts

9

)ﺍﻟﻨﺼﺎﺋﺢﻣﻦ ﺍﻟﻐﻴﺮ (Advice from other

How frequent you were experienced the following
?statements
)ﻣﺎ ﻣﺪﻯ ﺗﻜﺮﺍﺭ ﺗﺠﺮﺑﺘﻚ ﻣﻊ ﺍﻟﻌﺒﺎﺭﺍﺕ ﺍﻟﺘﺎﻟﻴﺔ؟(
10

I was told directly or overheard negative
comments about my specialty/career interest.
)ﻗﻴﻞ ﻟﻲﻣﺒﺎﺷﺮﺓ ﺃﻭ ﺳﻤﻌﺖ ﺗﻌﻠﻴﻘﺎﺕ ﺳﻠﺒﻴﺔﺣﻮﻝ ﺗﺨﺼﺼﻲ /
ﺍﻫﺘﻤﺎﻣﺎﺗﻲ ﺍﻟﻤﻬﻨﻴﺔ ﺍﻟﻤﺴﺘﻘﺒﻠﻴﺔ (.

Strong
Moderate
Minor
No influence
influence
influence
influence
)ﻏﻴﺮ ﻣﺆﺛﺮ(
)ﻣﺘﻮﺳﻂ ﺍﻟﺘﺄﺛﻴﺮ( )ﻗﻮﻱ ﺍﻟﺘﺄﺛﻴﺮ(
)ﻗﻠﻴﻞ ﺍﻟﺘﺄﺛﻴﺮ(
ﺛﻴﺮ
ﻗﻮﻱ ﺍﻟﺘﺄ
ﺛﻴﺮ
ﻣﺘﻮﺳﻂ ﺍﻟﺘﺄ
ﺛﻴﺮ
ﻗﻠﻴﻞ ﺍﻟﺘﺄ
ﺛﺮ
ﻏﻴﺮﻣﺆ
ﺛﺮ
ﻏﻴﺮﻣﺆ

ﺛﻴﺮ
ﻗﻠﻴﻞ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻣﺘﻮﺳﻂ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻗﻮﻱ ﺍﻟﺘﺄ

ﺛﺮ
ﻏﻴﺮﻣﺆ

ﺛﻴﺮ
ﻗﻠﻴﻞ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻣﺘﻮﺳﻂ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻗﻮﻱ ﺍﻟﺘﺄ

ﺛﺮ
ﻏﻴﺮﻣﺆ

ﺛﻴﺮ
ﻗﻠﻴﻞ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻣﺘﻮﺳﻂ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻗﻮﻱ ﺍﻟﺘﺄ

ﺛﺮ
ﻏﻴﺮﻣﺆ

ﺛﻴﺮ
ﻗﻠﻴﻞ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻣﺘﻮﺳﻂ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻗﻮﻱ ﺍﻟﺘﺄ

ﺛﺮ
ﻏﻴﺮﻣﺆ

ﺛﻴﺮ
ﻗﻠﻴﻞ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻣﺘﻮﺳﻂ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻗﻮﻱ ﺍﻟﺘﺄ

ﺛﺮ
ﻏﻴﺮﻣﺆ

ﺛﻴﺮ
ﻗﻠﻴﻞ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻣﺘﻮﺳﻂ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻗﻮﻱ ﺍﻟﺘﺄ

ﺛﺮ
ﻏﻴﺮﻣﺆ

ﺛﻴﺮ
ﻗﻠﻴﻞ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻣﺘﻮﺳﻂ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻗﻮﻱ ﺍﻟﺘﺄ

ﺛﺮ
ﻏﻴﺮﻣﺆ

ﺛﻴﺮ
ﻗﻠﻴﻞ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻣﺘﻮﺳﻂ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻗﻮﻱ ﺍﻟﺘﺄ

Never
)ﺃﺑﺪﺍً(
ﺃﺑﺪﺍً
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Occasionally
)ﻣﻦ ﺣﻴﻦ ﺍﺧﺮ(

Sometime
)ﺑﻌﺾ
ﺍﻷﺣﻴﺎﻥ(

Usually
)ﻋﺎﺩﺓ(

Always
)ﺩﺍﺋﻤﺎً(

ﻣﻦﺣﻴﻦ ﺍﺧﺮ

ﺑﻌﺾ ﺍﻷﺣﻴﺎﻥ

ﻋﺎﺩﺓ

ﺩﺍﺋﻤﺎ ً

11

12

13

14

15

16

I was discouraged from continuing in my
specialty/career interest.
)ﺗﻢ ﺗﺜﺒﻴﻄﻲﻣﻦ ﺍﻻﺳﺘﻤﺮﺍﺭ ﻓﻲ ﺍﻫﺘﻤﺎﻣﺎﺗﻲ ﺍﻟﻤﻬﻨﻴﺔ(
I was called offensive names (i.e., stupid,
idiot, etc.) because of my specialty/career
interest.
)ﺳﺒﻖ ﺃﻥ ﺗﻢ ﺍﺳﺘﺪﻋﺎﺋﻲ ﺑﺄﺳﻤﺎءﻣﺴﻴﺌﺔ )ﻋﻠﻰ ﺳﺒﻴﻞ ﺍﻟﻤﺜﺎﻝ ،
ﻏﺒﻲ  ،ﺃﺣﻤﻖ  ،ﺇﻟﺦ( ﺑﺴﺒﺐ ﺍﻫﺘﻤﺎﻣﺎﺗﻲ ﺍﻟﻤﻬﻨﻴﺔ (
I witnessed other students receiving negative
comments or treatment based on their
specialty/career interest.
)ﻟﻘﺪ ﺷﺎﻫﺪﺕ ﻁﻼﺑًﺎ ﺁﺧﺮﻳﻦ ﻳﺘﻠﻘﻮﻥ ﺗﻌﻠﻴﻘﺎﺕ ﺃﻭﻣﻌﺎﻣﻠﺔ ﺳﻠﺒﻴﺔ
ﺑﻨﺎ ًء ﻋﻠﻰ ﺍﻟﺘﺨﺼﺺ ﺍﻟﻤﻬﻨﻲ ﺍﻟﺬﻱ ﻳﺮﻏﺒﻮﻥ ﺑﻪ(.
I believed I had to be less than completely
honest about my specialty/career interest to
receive fair treatment.
)ﺍﻋﺘﻘﺪﺕ ﺃﻥﻣﻦ ﺍﻷﻓﻀﻞ ﻋﺪﻡ ﺍﻹﻓﺼﺎﺡ ﻋﻦ ﺗﺨﺼﺼﻲ ﺃﻭ
ﺍﻫﺘﻤﺎﻣﺎﺗﻲ ﺍﻟﻤﻬﻨﻴﺔ ﺍﻟﻤﺴﺘﻘﺒﻠﻲ ﻟﻠﺤﺼﻮﻝ ﻋﻠﻰﻣﻌﺎﻣﻠﺔ ﻋﺎﺩﻟﺔ(.
It seemed I was denied teaching, training, or
clinical opportunities because of my
specialty/career interest.
ﻣﻨﻌﺖﻣﻦ ﺍﻟﺘﺪﺭﻳﺐ ﺍﻟﺴﺮﻳﺮﻳﺔ ﺑﺴﺒﺐ ﺍﻫﺘﻤﺎﻣﺎﺗﻲ
)ﺃﻋﺘﻘﺪ ﺃﻧﻨﻲ ُ
ﺍﻟﻤﻬﻨﻴﺔ(
It seemed I received lower evaluations or
grades because of my specialty/ career
interest.
)ﺃﻋﺘﻘﺪ ﺃﻧﻨﻲ ﺗﻠﻘﻴﺖ ﺗﻘﻴﻴﻢ ﺃﻭ ﺩﺭﺟﺎﺕ ﺃﻗﻞ ﺑﺴﺒﺐ ﺍﻫﺘﻤﺎﻣﻲ /
ﺗﺨﺼﺼﻲ ﺍﻟﻮﻅﻴﻔﻲ(.

ﺃﺑﺪﺍً

ﻣﻦﺣﻴﻦ ﺍﺧﺮ

ﺑﻌﺾ ﺍﻷﺣﻴﺎﻥ

ﻋﺎﺩﺓ

ﺩﺍﺋﻤﺎ ً

ﺃﺑﺪﺍً

ﻣﻦﺣﻴﻦ ﺍﺧﺮ

ﺑﻌﺾ ﺍﻷﺣﻴﺎﻥ

ﻋﺎﺩﺓ

ﺩﺍﺋﻤﺎ ً

ﺃﺑﺪﺍً

ﻣﻦﺣﻴﻦ ﺍﺧﺮ

ﺑﻌﺾ ﺍﻷﺣﻴﺎﻥ

ﻋﺎﺩﺓ

ﺩﺍﺋﻤﺎ ً

ﺃﺑﺪﺍً

ﻣﻦﺣﻴﻦ ﺍﺧﺮ

ﺑﻌﺾ ﺍﻷﺣﻴﺎﻥ

ﻋﺎﺩﺓ

ﺩﺍﺋﻤﺎ ً

ﺃﺑﺪﺍً

ﻣﻦﺣﻴﻦ ﺍﺧﺮ

ﺑﻌﺾ ﺍﻷﺣﻴﺎﻥ

ﻋﺎﺩﺓ

ﺩﺍﺋﻤﺎ ً

ﺃﺑﺪﺍً

ﻣﻦﺣﻴﻦ ﺍﺧﺮ

ﺑﻌﺾ ﺍﻷﺣﻴﺎﻥ

ﻋﺎﺩﺓ

ﺩﺍﺋﻤﺎ ً
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APPENDIX E
INCOME

Section 4 Income
How influential were the following in helping you choose your
?specialty
) ﻣﺎ ﻣﺪﻯ ﺗﺄﺛﻴﺮ ﻣﺎ ﻳﻠﻲ ﻓﻲ ﻣﺴﺎﻋﺪﺗﻚ ﻓﻲ ﺍﺧﺘﻴﺎﺭ ﺗﺨﺼﺼﻚ؟(
Spatiality that provide more incentive.
1
)ﺍﻟﺘﺨﺼﺺ ﺍﻟﺬﻱ ﻳﻮﻓﺮ ﺍﻟﻤﺰﻳﺪﻣﻦ ﺍﻟﺤﻮﺍﻓﺰ(.
Income is an essential element for choosing the career
specialization.
2
)ﺍﻟﺪﺧﻞ ﺍﻟﻤﺎﻟﻲ ﻫﻮ ﻋﻨﺼﺮ ﺃﺳﺎﺳﻲ ﻻﺧﺘﻴﺎﺭ ﺍﻟﺘﺨﺼﺺ ﺍﻟﻮﻅﻴﻔﻲ(.
Extra work opportunity in the private sector
3
)ﺍﻟﺘﺨﺼﺺ ﺍﻟﺬﻱ ﻳﻮﻓﺮ ﻓﺮﺻﺔ ﻋﻤﻞ ﺇﺿﺎﻓﻴﺔ ﻓﻲ ﺍﻟﻘﻄﺎﻉ ﺍﻟﺨﺎﺹ(.
Income should be similar to that of my peers in other
specialties.
4
ﺛﻞ ﻟﻤﺎ ﻳﺤﺼﻞ ﻋﻠﻴﻪ ﺃﻗﺮﺍﻧﻲ ﺑﺎﻟﺘﺨﺼﺼﺎﺕ ﺍﻷﺧﺮﻯ(.
)ﺃﻥ ﻳﻜﻮﻥ ﺍﻟﺪﺧﻞﻣﻤﺎ
Provides an income that will allow me to live
comfortably.
5
)ﻳﻮﻓﺮ ﺩﺧﻼ ﻳﻤﻜﻦﻣﻦ ﺍﻟﻌﻴﺶ ﺑﺮﻓﺎﻫﻴﺔ( .
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Strong
Moderate
Minor
No
influence
influence
influence
influence
)ﻗﻮﻱ ﺍﻟﺘﺄﺛﻴﺮ(
)ﻣﺘﻮﺳﻂ ﺍﻟﺘﺄﺛﻴﺮ(
)ﻗﻠﻴﻞ ﺍﻟﺘﺄﺛﻴﺮ(
)ﻏﻴﺮ ﻣﺆﺛﺮ(
ﺛﻴﺮ
ﻗﻮﻱ ﺍﻟﺘﺄ
ﺛﻴﺮ
ﻣﺘﻮﺳﻂ ﺍﻟﺘﺄ
ﺛﻴﺮ
ﻗﻠﻴﻞ ﺍﻟﺘﺄ
ﺛﺮ
ﻏﻴﺮﻣﺆ
ﺛﺮ
ﻏﻴﺮﻣﺆ

ﺛﻴﺮ
ﻗﻠﻴﻞ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻣﺘﻮﺳﻂ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻗﻮﻱ ﺍﻟﺘﺄ

ﺛﺮ
ﻏﻴﺮﻣﺆ

ﺛﻴﺮ
ﻗﻠﻴﻞ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻣﺘﻮﺳﻂ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻗﻮﻱ ﺍﻟﺘﺄ

ﺛﺮ
ﻏﻴﺮﻣﺆ

ﺛﻴﺮ
ﻗﻠﻴﻞ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻣﺘﻮﺳﻂ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻗﻮﻱ ﺍﻟﺘﺄ

ﺛﺮ
ﻏﻴﺮﻣﺆ

ﺛﻴﺮ
ﻗﻠﻴﻞ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻣﺘﻮﺳﻂ ﺍﻟﺘﺄ

ﺛﻴﺮ
ﻗﻮﻱ ﺍﻟﺘﺄ

APPENDIX F
INFORMED CONSENT

ﺍﻟﻤﻮﺍﻓﻘﺔ ﻋﻠﻰ ﺍﻟﻤﺸﺎﺭﻛﺔ

ﺃﺷﻜﺮﻙ ﻋﻠﻰ ﺍﻟﻤﺸﺎﺭﻛﺔ ﻓﻲ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ،ﻳﻮﺿﺢ ﻫﺬﺍ ﺍﻟﻨﻤﻮﺫﺝ ﺍﻟﻐﺮﺽﻣﻦ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ،ﻭﻭﺻﻒ ﺍﻟﻤﺸﺎﺭﻛﺔ
ﺍﻟﻤﻄﻠﻮﺑﺔ ﻭﺣﻘﻮﻗﻚ ﻛﻤﺸﺎﺭﻙ.
ﺍﻟﻐﺮﺽﻣﻦ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﻫﻮ:
ﺛﻴﺮ ﺍﻟﻤﺤﺘﻤﻞ ﻟﻠﻌﻮﺍﻣﻞ ﺍﻻﺟﺘﻤﺎﻋﻴﺔ ﻭﺍﻻﻗﺘﺼﺎﺩﻳﺔ ﻋﻠﻰ ﺍﺧﺘﻴﺎﺭ ﺍﻟﺘﺨﺼﺺ ﺍﻟﻤﻬﻨﻲ ﺍﻟﻤﺴﺘﻘﺒﻠﻲ
 oﺗﻘﻴﻴﻢ ﺍﻟﺘﺄ
ﻟﻄﻼﺏ ﺍﻟﻄﺐ ﻓﻲ ﺍﻟﻤﻤﻠﻜﺔ ﺍﻟﻌﺮﺑﻴﺔ ﺍﻟﺴﻌﻮﺩﻳﺔ.
ﻣﺨﺮﺟﺎﺕ ﻫﺬﻩ ﺍﻟﺪﺭﺍﺳﺔ ﻫﻲ:
 oﻣﻌﺮﻓﺔ ﺍﻟﻌﻼﻗﺔ ﺑﻴﻦ ﺍﻟﻌﻮﺍﻣﻞ ﺍﻻﺟﺘﻤﺎﻋﻴﺔ )ﻧﻤﻂ ﺍﻟﺤﻴﺎﺓ ﻭﺑﻴﺌﺔ ﺍﻟﺪﺭﺍﺳﺔ ﻓﻲ ﻛﻠﻴﺔ ﺍﻟﻄﺐ( ﻭﺍﻻﺧﺘﻴﺎﺭ
ﺍﻟﻮﻅﻴﻔﻲ ﻟﻄﻼﺏ ﺍﻟﻄﺐ ﻓﻲ ﺍﻟﻤﻤﻠﻜﺔ ﺍﻟﻌﺮﺑﻴﺔ ﺍﻟﺴﻌﻮﺩﻳﺔ.
ﺛﻴﺮ ﺍﻟﻌﺎﻣﻞ ﺍﻻﻗﺘﺼﺎﺩﻱ ﻋﻠﻰ ﻁﻼﺏ ﺍﻟﻄﺐ ﻓﻲ ﺍﺧﺘﻴﺎﺭ ﺍﻟﺨﻴﺎﺭﺍﺕ ﺍﻟﻮﻅﻴﻔﻴﺔ.
 oﺗﺤﺪﻳﺪ ﺗﺄ

ﻧﺮﺣﺐ ﺑﺄﺳﺌﻠﺘﻜﻢ ﻭﻣﻼﺣﻈﺎﺗﻜﻢﺣﻮﻝ ﻁﺒﻴﻌﺔ ﺍﻟﺪﺭﺍﺳﺔ ﺃﻭ ﺍﻟﻄﺮﻕ ﺍﻟﺘﻲ ﺃﺳﺘﺨﺪﻣﻬﺎ .ﻳﺮﺟﻰ ﺍﻻﺗﺼﺎﻝ ﺑﻲ ﻓﻲ ﺃﻱ
ﻭﻗﺖ ﻋﻠﻰ ﻋﻨﻮﺍﻥ ﺍﻟﺒﺮﻳﺪ ﺍﻹﻟﻜﺘﺮﻭﻧﻲ ﺃﻭ ﺭﻗﻢ ﺍﻟﺠﻮﺍﻝ ﺍﻟﻤﺬﻛﻮﺭ ﺃﺩﻧﺎﻩ.
ﻟﺪﻳﻚ ﺍﻟﺤﻖ ﻓﻲ ﺍﻻﻧﺴﺤﺎﺏﻣﻦ ﺍﻟﺪﺭﺍﺳﺔ ﻓﻲ ﺃﻱ ﻭﻗﺖ.
ﺇﻛﻤﺎﻟﻚ ﻫﺬﺍ ﺍﻻﺳﺘﺒﻴﺎﻥ ﻳﻌﻨﻲ ﺍﻟﻤﻮﺍﻓﻘﺔ ﻋﻠﻰ ﺍﻟﻤﺸﺎﺭﻛﺔ ﻓﻲ ﺍﻟﺪﺭﺍﺳﺔ .
ﺇﺫﺍ ﻛﻨﺖ ﺗﺮﻏﺐ ﻓﻲ ﺍﻟﻤﺸﺎﺭﻛﺔ ﻓﻲﺣﻠﻘﺔ ﺍﻟﻨﻘﺎﺵﺣﻮﻝﻣﻮﺿﻮﻉ ﺍﻟﺪﺭﺍﺳﺔ ﻓﻴﺮﺟﻰ ﺗﺰﻭﻳﺪﻧﺎ ﺑﺎﻟﺘﺎﻟﻲ:
ﺍﻹﺳﻢ ................................................ﺭﻗﻢ ﺍﻟﺘﻮﺍﺻﻞ .................................

ﺍﻟﺒﺎﺣﺚ  /ﺃﺣﻤﺪ ﺑﻦ ﻋﺒﺪ ﷲ ﺁﻝﺣﺴﻴﻦ ﺑﺮﻳﺪ ﺇﻟﻜﺘﺮﻭﻧﻲ ahmedaa@email.sc.edu
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APPENDIX G
INSTITUTIONAL REVIEW BOARDS (IRB) from
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